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Responses:

	Contact Info
	Question
(Main or only question)
	Question
(part 2 if any)
	Attachment(s)*
 

	Robin Varnes RN,BN
Manager of Clinical Development
Norfolk General Hospital
519-426-0130 ext. 2314

	We recently implemented a post falls clinical protocol that you may find helpful.
	
	


	Tasha Vandervliet, RN, BScN
Nurse Educator
Huron Perth Healthcare Alliance
46 General Hospital Drive
Stratford, Ontario
N5A 2Y6
519-272-8210 ext. 2327
tasha.vandervliet@hpha.ca

	Our policy doesn’t differentiate between witnessed or unwitnessed falls.  Here’s what our policy says re: post-fall follow up:

	
	


	Grace Sutherland
Almonte General Hospital/Fairview Manor
Informatics Coordinator/Clinical Educator

	Our Falls Risk Reduction policy includes guidelines for witnessed and unwitnessed falls.
	
	


	Karen Fleming, RN, MN, BScN, BSc
Clinical Nurse Educator, Child and Teen Program 
Corporate Simulation Project Lead
North York General Hospital, 3N, Room 327A
Adjunct Lecturer, Lawrence S. Bloomberg Faculty of Nursing
University of Toronto
karen.fleming@nygh.on.ca 
416-756-6000 ext 4998

	Here is our policy.
	
	


	George Fieber RN
Nursing Practice Leader
Thunder Bay Regional Health Sciences Centre
Office: (807) 684-6691
Cell: (807) 629-0889

	We have a post-fall intervention embedded in the Meditech platform that requires assessment, vital signs etc. A safety report has to be filed on all falls, witnessed or not.

	
	

	Sandra Parsons 
DOCUMENT MANAGEMENT SPECIALIST
PROFESSIONAL PRACTICE
596 Davis Drive, Newmarket, ON, L3Y 2P9
T: (905) 895-4521 ext. 2435
Email:sparsons@southlakeregional.org
 
[image: cid:image001.jpg@01D53598.3843B480]

	Please see attached.
	
	


	Melissa Pelletier, RN, BScN, CNeph(C)
Clinical Educator
Renal Program
Professional Practice
Royal Victoria Regional Health Centre
201 Georgian Drive
Barrie, Ontario
L4M 6M2
pelletierm@rvh.on.ca
Tel:  705-728-9090 ext 47712
Cell: 705-229-9846
www.rvh.on.ca 

	I have attached our falls policies for adult and pediatric for you. 
	
	

[bookmark: _MON_1659268492]

	Marika Bishop
Marika.Bishop@camh.ca
	Attached is our Falls Prevention and Management Policy. It may be of interest, however, it does not go in to too much detail re: minimum documentation for unwitnessed fall.
	
	


	Daphne Flatt, MEd., BSc. (OT), OT Reg. (Ont.)
Collaborative Practice Leader – Rehabilitation Sciences
North York General Hospital
Status Only Lecturer, Dept. of Occupational Science & Occupational Therapy, University of Toronto
(416)756-6667
Daphne.Flatt@nygh.on.ca

	Please see p. 5-7 of the attached policy for details about post-fall procedures.

	
	


	Susan Murphy RN BScN CPMHN( C )
Practice Specialist
Mental Health Program 
Behavioral Supports Transition Unit
Quinte Health Care
265 Dundas St E.
Belleville, ON 
Office: 613 969 7400 ext 2111
Email: smurphy@qhc.on.ca  

	[bookmark: _GoBack]Here is our falls policy which speaks to your query.
	
	




*Imbedding Attachments: When in a document, with the cursor in the place where you wish to insert another document as an icon, Go to Insert Choose "Object" (not 'file') Choose "Create from File" Browse for the file name from your directory, once found, check off "Display as Icon" Select "OK” The document Icon now appears in this document where your cursor was positioned.  Save the document you are working in and the imbedded icons with the documents they relate to attached will also be saved to this document.
Policy - post-fall follow up.docx
Our policy doesn’t differentiate between witnessed or unwitnessed falls.  Here’s what our policy says re: post-fall follow up:
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Hope this helps!



image1.png

10.1n the event of a fall while an inpatient, the Nurse will:

« Complete an immediate head-to-toe assessment, vital signs check and implement ongoing monitoring as needed (Glasgow
Coma Scale as indicated)

Notify the Most Responsible Physician (MRP)

Notify the Team Leader for the unit on which the fall occurred

Notify the family/Substitute Decision Maker (SDM)

Repeat the Morse Fall Scale

Repeat CAM if an acute change in mental status and/or behaviour is noted

Update the PI screen

Document the fall in Meditech Patient Care notes

Document the occurrence in the Occurrence Management Program (RL 6); refer to the Safely Incident Reporting Policy

The team will review the care/treatment plan, document necessary modifications and assess the environment to
eliminate/reduce further falls-related risk factors. If fall is related to equipment failure, the equipment will be tagged, taken
out of use and a work order will be completed

‘The Team Leader on the unit will conduct an extensive review of the falls incident, including a review of all documentation to determine if all appropriate
interventions were in place. Upon identification of any non-compliance with the HPHA Falls Prevention Protocol, they will follow-up with appropriate staff
at the earliest opportunity, to reinforce the importance of adhering to the protocol
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1.  POLICY STATEMENT: 
 
Fall prevention and fall risk assessment is everyone’s responsibility.  Each patient/resident 
must be assessed on admission, on a regular schedule, with any change in condition or after a 
fall for potential risk of falling in order to take a preventative approach.  Staff should use the tool 
specific to their area. Discussions regarding the acceptable level of risk must be based on 
individual assessment with input from the patient, family and the interdisciplinary team. 
  
The Health Care Provider responding to a fall is expected to attend to the immediate needs of 
the patient/resident, put universal fall risk interventions in place to prevent/reduce recurrence of 
the fall and document all facts related to the event on the patient or resident’s health record. 
Notify the attending physician, the patient/resident’s emergency contact and the Admin on Call 
after immediate patient care is complete.  In addition, the Health Care Provider is expected to 
complete an incident report using the PRIMS web-based incident management system.  
Individualized interventions may also be required. 
 
2.  SCOPE: 
 


This policy applies to all Health Care Providers in the prevention and management of falls at 
Almonte General Hospital (AGH) and Fairview Manor (FVM).  The inter-professional team will 
promote safety for all admitted and day stay patients/residents through on-going risk 
assessment and implementation of universal fall risk interventions. 
 
3.  GUIDING PRINCIPLES: 
 


3.1 Our patients/residents will have an increased quality of life and maintain their mobility with a 
falls prevention approach to care.  Fall risk assessment is important as it provides direction 
for the multiple interventions which have been shown to reduce a person’s risk of falling. 
Commonly identified fall risk factors for elderly patients in health care settings include 
confusion, medication use, hearing deficits, cognitive impairment, previous stroke, previous 
falls, delirium, and acute diseases. Risk screening is an effective method for identifying fall-
prone individuals.   


3.2 A competent adult has the right to take risks.  Some falls cannot be prevented and in these 
cases the goal is to minimize fall injury and reduce the number of falls.   
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3.3 The AGH/FVM administration support the use of Universal falls risk interventions (Appendix 
A) guided by the acronym S.A.F.E. (Safe environment; Assist with mobility; Fall-risk 
reduction; Engage client and family) (Safer Healthcare Now!,June 2013 – measures revised 
April 2015). 


3.4 The Quality and Improvement Risk Management (QIRM) Committee shall regularly review 
core measures including the fall rate, the percentage of falls causing injury, the percentage 
of patients/residents with a fall assessment following a fall or change in condition and 
restraint use. 


 
4.  DEFINITIONS: 
 


4.1 Fall: “an event which results in a person coming to rest inadvertently on the ground or 
floor or other lower level.” (World Health Organization [WHO], 2016).  An “unintentional 
change in position” where the person may come to rest at a lower level is also 
considered a fall (Health Quality Ontario Long-Term Care Falls, 2015)  


Unwitnessed Fall: An unwitnessed fall occurs in the absence of a reliable witness 
that can describe the circumstances of the fall. 
Witnessed Fall: occurs where there is a reliable witness to describe the 
circumstances of the fall including whether or not the patient struck his/her head 
as a result of the fall. 
Assisted Fall: occurs in the presence of a person who assists the faller to rest on 
a lower level. 
Near Fall: Occurs when the patient starts to fall due to a slip or loss of balance 
but is able to recover, are caught or were eased to a lower level. 


4.2 Inter-professional Team: may include the nurse, physician, physiotherapist, occupational 
therapist, pharmacist and others as designated. 


 
5.  PROCEDURE: 


 


5.1 The Morse Fall Risk Scale (as found in the Adult Admission Assessment) shall be done 
in the Electronic Medical Record (EMR) as a mandatory part of the assessment of all 
admitted AGH non-obstetrical patients.  Other members of the interdisciplinary team may 
be required to complete assessments and assist with appropriate universal fall risk 
interventions.  On CCC and Med/Surg staff receives visual cues regarding moderate to 
high fall risk patients/residents on the digital whiteboard. 


 
Obstetrical patients shall be assessed postnatal using the “Obstetrical Falls Risk 
Assessment” (as found in Cerner powerforms) in the EMR. 
 
Fairview Manor shall perform the falls risk assessment in Mede-care within 24 hours of 
admission, quarterly and with any change in clinical status.  Other interdisciplinary risk 
assessment tools may be used in conjunction with the risk assessment.  A person in 
FVM with a high Falls Risk is identified on the High Risk Flag Sheet and the falls risk 
assessment is updated weekly. 
 
The Patient handbook is to be provided to admitted patients and/or their family to review 
the fall prevention information for patients at high risk for a fall.  Review safe mobilization 
and appropriate transfer techniques with the patient and family.  Provide individualized 
education to family and caregivers as needed.  Repeat policies that may impact fall risk 
such as least restraint or no restraint practices.   
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5.2 Falls Risk Prevention 


 It is important to communicate the results of the fall risk assessment to the client, family 
and interdisciplinary health care team. 


 Universal fall risk interventions will be implemented and individualized to the 
patient/resident’s specific risk factors. 


 The interdisciplinary team will participate in rounds to discuss interventions.  Rounds will 
include post fall assessments to discuss contributing factors. 


 Nursing should review the fall risk assessment and implemented fall risk interventions at 
the beginning of every shift. 


 Ensure that interventions are documented in the nursing careset and/or in the progress 
notes. 


 Provide the patient and family with education on the universal fall risk interventions.   


 All Outpatient and Inpatients in AGH with a high fall risk will be identified by a green arm 
band.  Patients in AGH will be asked 2 screening questions by the registration 
clerk/triage nurse/OBS nurse to identify risk: 


1) Have you fallen in the past 12 months? 
2) Are you presenting with an injury as the result of a fall? 


If the patient answers yes to either question, they are considered a fall risk. 
Any in-patient with a Morse Fall Risk Assessment that puts them at a moderate or high 
risk of falls will have a green armband applied.  Obstetrical patients who score high for 
the risk of falls will have a green arm band applied.  Nursing and Allied Health can use 
clinical judgement to apply the green arm band to any individual they feel is at risk of a 
fall.  If an Inpatient or Outpatient becomes agitated and refuses to wear the green arm 
band, a green dot will be placed on the chart to indicate falls risk. 
 


 Outpatients attending AGH Physiotherapy & Rehabilitation Centre and AGH Day 
Hospital Program will be screened for fall prevention as appropriate. Those identified as 
a fall risk will not be required to wear an arm band or have a dot placed on their chart 
due to the nature of their relationship with staff and the close supervision provided while 
they are in the rehabilitation department.      


 All residents of FVM are considered a falls risk and will not be required to wear an arm 
band.   


 Nursing is to ensure that an accurate Best Possible medication History (BPMH) is 
completed on admission.  The BPMH should be reviewed for medications which 
increase fall risk including: antidepressants, antipsychotics, sedative hypnotics, opioids.  
Patients taking more than 5 medications also have increased fall risk.  A pharmacist 
referral for medication review is recommended. 


 
5.3 There are key messages to provide to health care providers: 


In patient/Residents 


 Always screen for fall risk on admission 


 Continued assessment is required if there is a change in condition, if the 
patient/resident experiences a fall or on transfer to another unit 


Ambulatory Care 


 Ensure that self-screening of fall risk and fall risk reduction strategies are 
available for patients in ambulatory care 
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 Members of the outpatient team will identify and correct fall hazards in their 
environment. 


 Implement universal fall risk interventions as appropriate. 
5.4 Staff Education 


Staff will be oriented to the Falls Risk Assessment, universal fall risk interventions and 
post fall assessment during orientation to the unit. 
The Falls Risk Assessment and Post Fall Intervention Policy should be reviewed by all 
members of the interdisciplinary team annually. 
Staff is encouraged to complete the RNAO Falls Prevention Building the Foundations for 
Patient Safety Self-Learning Package available at https://rnao.ca/sites/rnao-
ca/files/Falls_Prevention_-
_Building_the_Foundations_for_Patient_Safety._A_Self_Learning_Package.pdf 


 
5.5 In the Event of a Fall 


Call for assistance and stay with the patient until a preliminary assessment for injury can 
be completed.  If there is a suspicion of spinal injury or long bone deformity the 
patient/resident should not be moved. 
If the patient gets up on their own initiative assist them to a bed or chair and complete a 
full assessment. 


 The assessment should include a history of the event including whether the event 
was witnessed or unwitnessed, possible head injury or seizure activity, an 
examination for visible injuries such as bleeding, deformities or a decreased range of 
motion.   


 The patient should have a full set of Vital signs including blood pressure, heart rate, 
respiratory rate, oxygen saturation, temperature and blood sugar level.  The 
patient/resident should be monitored for signs of shock.  Assess for pain and initiate 
first aid including covering wounds. 


 In AGH use the Cerner “Post Fall Monitoring” powerform and follow the post fall 
assessments. 


 In FVM chart the fall on the Fall Tracking Tool and monitor using the Head Injury 
Assessment Tool if the fall was unwitnessed or there has been a head injury. 


 


Frequency of Post Fall Assessment     
If fall unwitnessed or if head injury suspected, assess neurological status with BP, HR, 
RR, oxygen saturation, pupil size and GCS with frequency as follows: 


 Frequency Duration 


Every 15 minutes X 4 then 1 hour 


Every 30 minutes X 4 then 2 hours 


Every 60 minutes X 4 then  4 hours 


Every 4 hours X 24  24 hours 


Reassess frequency after this time 


   


    
If fall was witnessed or without head injury assess BP, HR, RR, oxygen saturation: 


 Frequency  Duration 


Every hour X 4 4 hours 


Every 2 hours X 6 12 hours 


Every 4 hours X 8 (or as directed by physician  



https://rnao.ca/sites/rnao-ca/files/Falls_Prevention_-_Building_the_Foundations_for_Patient_Safety._A_Self_Learning_Package.pdf

https://rnao.ca/sites/rnao-ca/files/Falls_Prevention_-_Building_the_Foundations_for_Patient_Safety._A_Self_Learning_Package.pdf

https://rnao.ca/sites/rnao-ca/files/Falls_Prevention_-_Building_the_Foundations_for_Patient_Safety._A_Self_Learning_Package.pdf
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Notify the physician immediately if there is any change in observations including a drop 
of >2 points on the Glasgow Coma Scale.  Continued monitoring is essential post fall as 
injury may not become apparent until 24-48 hours later. 


 
Communication 
Contact the most responsible physician or the physician on call. 
Notify the manager or Admin on Call 
Ensure that the closest family member or emergency contact is contacted and made aware 
of the fall.   
The date and time of the fall, any assessment findings, contributing factors, interventions and 
outcomes shall be documented in the respective Progress notes. 
Update the Fall Risk assessment and Universal fall risk interventions as needed. 
Provide individualized patient teaching with the patient and family regarding the fall risk 
interventions. 
Complete the Patient Incident Report in PRIMS.   
 
Fall Incident reports will be reviewed by the manager.  The manager will work with the 
patient, family and staff to identify action plans that will reduce the risk. 


 
6.  REFERENCES: 
 
Carleton Place and District Memorial Hospital, Nursing Department (May 2016). Fall Prevention 
Nursing Policy NS-f-104 
 
Health Quality Ontario (November 2015).  Health Quality Ontario Long-Term Care Falls  
 
Queensway Carleton Hospital, Safe Mobility Committee (05/2015). Post Fall Assessment and 
Intervention Nursing Policy Number II-f-101 
 
Queensway Carleton Hospital, Skin Care Committee (Oct, 2015). Falls Risk Assessment, 
Prevention & Intervention Nursing Policy Number II-f-100 
 
Registered Nurses Association of Ontario (Sept, 2017) Nursing Best Practice Guideline: 
Preventing Falls and Reducing Injury from Falls (4th Ed).  Retrieved from: 
https://rnao.ca/sites/rnao-ca/files/bpg/FALL_PREVENTION_WEB_1207-17.pdf 
 
Safer Healthcare Now! (June 2013, Measures revised April 2015).  Reducing Falls and Injuries 
from Falls: Getting Started Kit.  Retrieved from: 
http://www.patientsafetyinstitute.ca/en/toolsResources/Documents/Interventions/Reducing%20F
alls%20and%20Injury%20from%20Falls/Falls%20Getting%20Started%20Kit.pdf 
 
7.  APPENDICES (If applicable): 


Appendix A - Universal Falls Risk Interventions 
 
Evaluation 
 
This policy will be reviewed every 3 years. 
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Appendix A 
 


Universal Falls Risk Interventions are implemented for All In-Patients/Residents 


For patients/residents identified at risk for falls, additional individualized interventions will be implemented 
after assessment. 


Environmental 


 Make sure the person is familiar with the envionment 


 Provide instruction on using the call bell 


 Ensure personal effects are within reach 


 Perform hourly checks and every 2 hour repositioning with 
documentation 


 Use appropriate lighting in the patient/resident room and bathroom 


 Keep the bed height as low as possible 


 Lock brakes on equipment such as beds, walkers and commodes at all 
times, even when not in use. 


 Try to keep patient/resident areas free from clutter including loose 
carpets or mats 


 Use color on edges or height variations on the floor to assist  with 
depth perception 


 Reduce or control sharp edges on bedside furniture 


 Maintain non-slip services in patient/resident showers 


 Wipe up spills as soon as possible 


 Reduce disruptive noises as much as possible 
 
 


  


Mobility 


 Establish the baseline level of mobility/ambulation 


 Mobilize when possible following a mobility plan 


 Ensure that mobility aids have appropriate tips 


 If no cognitive impairment, ensure that mobility aids are within reach 
and in good working order. 


 Encourage patients/residents to wait several seconds after moving 
from a lying to a sitting position and dangle before sitting or walking 


 Provide a resting place for patients to sit when they are performing 
self-care 


 Provide 1 or 2 side rails up for positioning as requested by the 
patient/resident 


 Is the bed check system on for high risk patient’s when appropriate 


 The patient/resident should be wearing comfortable,supportive, non-
slip footwear with a low heel when out of bed 


 Ensure patients/residents do not wear clothing that restricts movement 
or is too loose at the ankles 
 


 See Next page 
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Universal Falls Risk Interventions (con’t) 


Cognition 


 Use clear communication to educate the patient/resident and family 
regarding falls prevention and provide written information; use an 
interpreter if necessary 


 Do not rush the patient/resident  


 Ensure that sensory aids such as glasses or hearing aids have been 
checked recently and are  used 


 Assess mental status daily for delirium, dementia or depression 


 Strategies such as verbal cueing or picture boards may be needed 


 Provide behaviour therapy as required and review during rounds 
 


  


Toileting 


 Promote a regular bladder routine 


 Ensure that the patient has a regular bowel routine to help reduce 
bladder incontinence 


 Mobilize the patient/resident to the commode or toilet if they are able  
 


  


Medications and Pain 
Management 


 Review the patient/resident’s medication profile with particular attention 
to medications which may contribute to fall risk (i.e. sedatives, 
benzodiazepines, antipsychotics, narcotics, antihypertensives, 
antidepressants, antihistamines) 


 Assess regularly for pain and review the need for round the clock 
opposed to prn 


 Offer prn analgesia, especially before a planned activity 


 Ensure that infections are treated appropriately 


 Review for required supplementation when there are disease 
processes such as osteoporosis or arthritis 
 


  


Communication 
 Interdisciplinary rounds will provide a continued assessment of a 


patient/resident’s fall risk status 
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BACKGROUND 
                
The purpose of this policy is to outline a standardized and evidence-based approach to falls 
prevention and injury reduction of patients through a coordinated interprofessional approach.  
 
POLICY 
 
All patients will be screened for falls risk by the most responsible staff using the appropriate 
screening tool based on their area of care. Appropriate interventions will be implemented and 
documented in the patient’s health record as per Clinical Documentation Policy (II-280).  
 
All in-patients will have Universal Precautions for falls implemented at a minimum (Appendix E & 
G). Patients who meet high falls risk criteria will be visually identified and have appropriate High 
Falls Risk interventions implemented (Appendix F & H).  
 
Patients who have experienced a fall will be assessed and monitored to optimize early 
intervention for undiscovered injury (e.g. fracture, dislocation), and prevent secondary injury 
(e.g. neurological sequelae). 
 
See Appendix A for definitions integrated into this policy. 
 
 
 
FALLS PREVENTION PROCEDURE 
 
1) Perform Risk Assessment  
All patients will be screened for risk of falls. 
The following patients will be automatically considered as High Falls Risk:  


 Newborns and paediatric patients (admitted and ambulatory) 


 Obstetrical patients (antepartum, intrapartum and postpartum) 


 Patients in Total Joint Assessment Clinic (TJAC) and Hip/Knee Class  
 


a) Screening Tools 
● Emergency Department (ED) Triage: Emergency Triage Falls Screening Tool 


(Appendix B). 
● Adult In-Patient Unit/Critical Care Unit (CrCU): MORSE Falls Risk Assessment Tool 


(Appendix C). 
● Adult Ambulatory Service/Perioperative Service/Medical Imaging (MI):  


Questionnaire (Appendix D). 
 


b) Falls Risk Assessment Tool Scoring Criteria 
● ED Triage: Any response other than “no known falls risk” is deemed as High Falls Risk. 
● Adult In-Patient Unit/CrCU: High Falls Risk is > 45.  
● Adult Ambulatory Service/Perioperative Service/MI: “Yes” to any question is deemed 


as High Falls Risk.   
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c) Frequency of Falls Risk Assessment  
● On admission/registration/triage. 
● On transfers between in-patient units. 
● Following any change in status, condition, or after a fall. 
● Adult In-Patient Unit: repeated every Wednesday, and as above. 
● CrCU: repeated every shift, and as above.  


 
Rehabilitation Sciences 


 Adult in-patients with a MORSE score of ≥ 45 will be automatically referred to both 
Physiotherapy (PT) and Occupational Therapy (OT). The PT and OT will determine who 
will complete a balance, mobility and functional evaluation or screening, as applicable. 


 PT/OT will update the falls risk status (Universal or High Risk) based on their findings. 


 PT/OT will initiate or update the High Falls Risk Prevention Strategies/Interventions for 
patients deemed high risk (Appendix F). 


 
Pharmacy 


 Pharmacists will assess patients and make recommendations on a consultation basis 
when referred for patients who are taking medications that may increase their risk for 
falls (Appendix J). 


 
Physician/Nurse Practitioner 


 The most responsible physician (MRP)/nurse practitioner (NP) will assess and order 
investigations as appropriate for patients identified as high risk for falls.  


 
2) Implement Strategies/Interventions 
All in-patients will have Universal Precautions implemented (Appendix E & G).  
 
Patients who meet high falls risk criteria will be visually identified as indicated below and have 
appropriate High Falls Risk interventions implemented (Appendix F & H)  
 
a) Visual Identifiers 
Adult In-Patient: Universal Precautions  


● White Universal Precautions icon posted in patient room. 
● Falls Prevention poster in patient room. 


 
Adult In-Patient: High Falls Risk  


● Yellow Falls Risk wristband on patient. 
● “High Falls Risk” Safety Alert on electronic health record/tracking board. 
● Yellow High Risk icon on spine of paper chart. 
● Yellow High Risk icon on unit white board. 
● Yellow High Risk icon posted in patient room. 


 
Adult In-Patient in Labour and Delivery (L&D) and Mother Baby Unit (MBU): High Falls 
Risk (all) 


● Yellow Falls Risk wristband on patient. 
● “High Falls Risk” Safety Alert on electronic health record/tracking board. 
● Yellow High Risk icon posted in patient room. 
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Adult Ambulatory and Perioperative Services: High Falls Risk 


 Yellow Falls Risk wristband on patient.   
 
Newborns in Neonatal Intensive Care Unit (NICU): High Falls Risk (all) 


 “High Falls Risk” Safety Alert on electronic health record/tracking board. 


 If patient leaves unit, post Falls Prevention icon on isolette/bassinette. 
 
Newborns in L&D and MBU: High Falls Risk (all) 


● Falls Prevention icon posted on bassinette. 
● “High Falls Risk” Safety Alert on electronic health record/tracking board. 


 
Paediatric In-Patient: High Falls Risk (all) 


● Yellow Falls Risk wristband on all patients over 6 months of age. 
● Falls Prevention icon posted on crib/isolette/bassinette of infants under 6 month of age. 
● “High Falls Risk” Safety Alert on electronic health record. 
● Indicate High Risk for falls on white board in patient room. 


 
Paediatric Ambulatory, Short Stay Unit (PSSU) and Perioperative Services: High Falls 
Risk (all) 


 Yellow Falls Risk wristband on patient. 
 
b) Prevention Strategies 
Adult In-Patient Falls Prevention Strategies  


 The Interprofessional team will document and communicate the potential high risk for a 
fall and partner with the patient and/or family/substitute decision maker (SDM)/power of 
attorney (POA) to support the individualized plan of care. 


 Adult Universal Precautions and appropriate High Falls Risk Interventions strategies will 
be implemented and documented as soon as possible (Appendix E & F). High falls risk 
interventions are to be re-assessed on a shift-to-shift basis. 


 Interventions that restrict mobility such as restraints and Geri-chairs with trays will only 
be used with patient and/or family/SDM/POA consent as a last resort as per Policy of 
Least Restraint (II-137). 


 Patient and family education for falls prevention will be provided and documented. 
 


NICU, L&D, MBU and Paediatric In-Patient Falls Prevention Strategies 


 Adult Universal Precautions will be implemented in L&D/MBU (Appendix E). 


 Paediatric Universal Precautions and appropriate High Falls Risk Protocol strategies will 
be implemented and documented as soon as possible (Appendix G & H).  


 All caregivers in NICU will be provided with The Safety Pledge (Appendix I).  


 All parents/guardians will be provided with “Safe Sleep” education by unit staff (see Safe 
Sleep Guidelines for Infants and Children). Instances of parent/guardian or designate 
declining safe sleep environment recommendations after the provision of education will 
be documented. 


 Additional falls prevention education will be provided to families and documented. 
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c) Transportation  
Prior to and during the transport process, all staff are to ensure the following with patients 
classified as High Falls Risk: 


● Visual high risk identifiers are implemented and up to date; 
● Stretcher/bed or crib will have the side rails up at all times; and 
● Information on falls status and risk is communicated at all points of transfer. 


 
POST-FALL PROCEDURE 
 
Non-Clinical Areas 


 Patients who have fallen will be attended to by any staff or physician present, and a 
Code Blue will be called (see Code Blue – Adult Cardiac or Respiratory Arrest – General 
Division XIII-01). 


 The patient’s corresponding unit/clinic will be contacted and the patient should be 
transferred back to that area. If a clinic cannot manage the patient, the staff or physician 
will facilitate a transfer to the ED. 


 
Clinical Areas 
A) Ambulatory Areas  


 Patients who have fallen will be assessed by the most responsible nurse and/or 
physician. 


 A transfer to the ED will be facilitated for a fallen out-patient, if deemed appropriate. 


 Clinical staff will contact the corresponding unit of a fallen in-patient to notify them of the 
incident and need for a thorough post-fall assessment. 


 Clinical staff will document event details and follow-up recommendations in the patient’s 
health record/PACs.  


 
B) In-Patient Areas 
1) Complete a Post-Fall Assessment with Subsequent Monitoring 


 Patients will be assessed by the most responsible nurse immediately after a fall as per 
classifications below. 


 
(I) WITNESSED FALL WITHOUT HEAD INJURY (ADULT) 


a) Thorough head-to-toe assessment which includes a neurological assessment with 
baseline pupillary response, pain, vitals, musculoskeletal and integumentary 
assessment. 


b) Focused follow-up assessments and vital signs: 
i) Every hour x 4, then 
ii) Every 4 hours x 2, then 
iii) as ordered 


 
(II) UNWITNESSED FALL OR WITNESSED FALL WITH HEAD INJURY (ADULT) 


a) Thorough head-to-toe assessment which includes but is not limited to vital signs, 
pain, Glasgow Coma Scale (GCS), neurological assessment, pupillary assessments, 
integumentary, musculoskeletal assessments.  


b) Focused follow-up assessments and vital signs: 
i. Every hour x 4, then 
ii. Every 4 hours x 8, then  
iii. as ordered  
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(III) WITNESSED FALL WITHOUT HEAD INJURY (PAEDIATRIC) 


a) Thorough head-to-toe assessment which includes a neurological assessment with 
baseline pupillary response, pain, vitals, musculoskeletal and integumentary 
assessment. 


b) Focused follow-up assessments and vital signs: 
iv. Every hour x 4, then 
v. Every 4 hours x 8, then 
vi. as ordered 


 
(IV) UNWITNESSED FALL OR WITNESSED FALL WITH HEAD INJURY (PAEDIATRIC):  


a) Thorough head-to-toe assessment which includes but is not limited to vital signs, 
pain, Glasgow Coma Scale (GCS), neurological assessment, pupillary assessments, 
integumentary, musculoskeletal assessments.  


b) Focused follow-up assessments and vital signs: 
vii. Every 15 min x 4, then  
viii. Every hour x 4, then 
ix. Every 4 hours x 8, then  
x. as ordered  


 
2) Apply or Re-Evaluate High Risk Interventions 


 Clinical staff will enter a “High Falls Risk” Safety Alert. 


 Clinical staff will review and update interventions. 


 Patients who have fallen in hospital are automatically re-categorized as High Falls Risk 
for the duration of their hospitalization, unless deemed otherwise by the Interprofessional 
team.  
 


3) Document Post-Fall Assessment, Monitoring, and Interventions 


 Clinical staff will document event details in the patient’s health record as outlined below. 
a) Electronic units 


i. Fall Event: The clinician who witnessed/discovered the fall will complete 
the Fall Event section in iView or Fall Event PowerForm.  


ii. Communication/Notification: The clinician will describe events leading 
up to the fall, how the patient was either discovered or seen to be falling, 
and any escalation. 


iii. Head to Toe Assessment: The most responsible nurse will document 
their initial assessment on their respective iView bands. 


iv. Post Fall Monitoring: Nurses will document subsequent assessments 
via the activities and intervention task which opens to the Activity View 
band in iView. 
 
 


b) Non-electronic Units 
i. Clinical staff will document as per unit documentation standards. 
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4) Escalate Care as Necessary  
The MRP/On-Call physician will be notified when a patient experiences a fall. If the MRP/On-
Call physician is unavailable to assess the patient identified as high-risk for complications, the 
Critical Care Response Team (CCRT) will be notified by the nurse to assess and triage as per 
the algorithm (Appendix K).  
 
5) Disclosure 
The family/SDM/POA will be notified of the fall incident as soon as reasonably possible. Date, 
time and person notified will be documented in the patient’s health record (see Disclosure Policy 
II-86).    
 
6) Patient Safety Incident Reporting 
 A patient safety incident report (SLIP) will be completed by the staff, physician, student or 
volunteer who witnessed/discovered the fall (see Incident Reporting Framework Policy I-85). 
  
7) Debrief  
A unit/service based debriefing may be held on a case by case basis. 
 
8) Audits 
Audits will be completed and shared with the Interprofessional team on a periodic basis. 


 
EDUCATIONAL REQUIREMENT 
 
All staff are required to complete the self-learning module(s) for Falls Education and review this 
policy within 1 month of hire, following policy updates, and/or at the request of the Clinical Team 
Manager (CTM)/Manager, Clinical Nurse Educator (CNE), or Professional Practice Leader 
(PPL). Students will be informed of falls prevention processes relevant to their clinical area by 
their preceptor/clinical instructor. Volunteers will receive falls prevention education as part of 
their orientation. 
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Disclaimer: the information contained in this document is for educational purposes only. Any 
PRINTED version of this document is only accurate up to the date of printing. Always refer to the 
Policies and Procedures Intranet site for the most current versions of documents in effect.


STANDARD OF 
CARE


Manual:
Clinical


Section: Interdisciplinary
Clinical


Code No.: I
F004


Old Code No.: F4-
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01, 2006


Review/Revised
Effective Date: Feb 03, 2020


Next Review Date: Feb 01, 
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Authoring Committee/Program/Dept:
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Expected Outcome(s):


Any patient who has had a fall will be assessed by a nurse immediately 
Appropriate care and interventions will be provided as per evidence-based practice and in 
accordance with existing procedures and standards of care
The unit manager and the most responsible physician or their delegates will be notified in
a timely manner of all falls 
The family will be notified if a patient falls 
Patients and families will be given additional education and engaged in developing or 
modifying the care plan for falls prevention


Responsibility:


Nurse
Interprofessional Team  
Unit Manager or delegate


Action:


Action to Take After a Fall:


The member of the interprofessional team who witnessed, or was first notified of the fall 
will ensure there is no immediate danger to the patient in the area of the fall and call for 
assistance. 
The nurse will perform an initial assessment of the patient, which may include vital signs,
neurological and musculoskeletal function, to determine the best strategy to assist the
patient off the floor. An assistive device may be used if the patient is unable to ambulate.
Once the patient is in a safe environment, the nurse will complete a more detailed
assessment for any injuries.  
Initial care will be provided for any injury (e.g. apply dressing to wound). 
If the patient was on a cardiac monitor the nurse will review alarms prior to and during 
the fall and continue cardiac monitoring. 
The nurse will notify the most responsible provider or his/her delegate of the fall and 
significant findings of the clinical assessment. 
If the patient appears injured and has been taking anticoagulants prior to the fall, the
nurse will enquire if the patient needs specific investigation such as : PTT/INR, CBC, CT 
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head, or temporary discontinuation of anticoagulants. 
The nurse will continue to monitor and assess the patient for at least 24 hours for 
potential emerging symptoms related to the fall, or as ordered by most responsible 
physician. 
If a head injury is suspected, neurological vital signs will be assessed at least every hour 
for 12 hours.
The nurse will ensure the appropriate falls prevention interventions and identifiers are in 
place. 
The nurse, physician, nurse practitioner or midwife will notify the patient’s family of the 
fall. 
The nurse will notify the unit manager or his/her delegate of a fall.   


Post Fall Risk Assessment and Follow-up


An updated Fall Risk Assessment will be completed by the nurse and referral to other 
health care providers such PT, OT, pharmacist will be made as needed. 
Members of the interprofessional team will assess risk factors contributing to the patient's 
falls risk including:


current health issues and chronic conditions, 
medications, e.g. sedatives, hypnotic, anxiolytics, antidepressants,
psychotropic/neuroleptic, cardiac, opioids/narcotic analgesics, etc.,
functional, sensory, nutritional and psychological barriers, 
environmental issues, 
daily intake of Vitamin D and Calcium and consider supplementation if inadequate 


The interprofessional team will communicate the patient’s risk for falls and related care 
plan to the next responsible care provider to ensure continuity of care. 
The nurse and members of the interprofessional team, as appropriate, will provide 
additional education to the patient and families to reduce falls, based on learning needs. 
Consider using printed materials and visual aids where appropriate, e.g. Reducing the 
Risk of Falls in Hospital brochure #SL2578 or Reducing the Risk of Falls
brochure #SL1336A (for outpatients or upon discharge).
The nurse and interprofessional team will engage the patient and the family in developing 
or modifying the falls prevention care plan, based on patient’s needs.


Documentation: 


Document all assessment findings and interventions. 
During computer downtime use the Fall Risk Assessment Profile Downtime form 
#SL0027. 
The staff who witnessed or was first notified of the fall will complete an Incident Report 
through Southlake’s Incident Report System “Safe Point”. For more information see
the Incident/Reportable Circumstance - Reporting and Investigation
(Patients/Visitors) policy.


Special Considerations:


Not Applicable.


References:


Registered Nurses Association of Ontario (2017). Preventing Falls and Reducing Injury 
from Falls (4th ed.) Toronto, Canada. 
Canadian Patient Safety Institute (2013). Reducing Falls and Injuries from Falls Getting 
Started Kit.(revised 2015). 
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SCOPE:



This policy and procedure applies to all staff that care for paediatric patients at the Royal Victoria Regional Health Centre (RVH) and that are involved in the prevention, screening and assessment and interventions related to falls.



POLICY STATEMENT:



It is the policy of RVH to promote a safe environment for all patients utilizing a Fall Prevention Strategy.  It is expected that all staff shall adhere to the principles outlined in this policy.



Inpatient Paediatric:

1. Universal fall prevention interventions shall be implemented for all paediatric inpatients (refer to Appendix I).

2. All staff providing direct patient care shall complete annual Fall Prevention Strategy education, including regular updates as required. 

3. Each patient shall be assessed for risk of falls:

a. at time of admission;

b. after a fall or near fall that is not developmental in nature;

c. when transferred from another unit;

d. whenever there is a significant change in the patient’s condition; and

e. weekly on Friday.

4. Completion of the electronic nursing admission assessment process shall result in an automatic calculation of a falls risk score.  If the patient is found to have a history of falls or a falls risk score of 12 or more, or if the assessing clinician deems the patient to be at risk for falls, a High Risk Falls Prevention Strategy shall be implemented (refer to Appendix II). 

5. The results of the falls risk assessment shall be communicated to the health care team, the patient and the family/substitute decision maker (SDM) and documented in the patient health care record. 

6. An individualized plan of care shall be developed to reduce the risk of falls. Assessment shall include consideration of causes of falls and interventions to address these causes (refer to Appendix I).

7. Each department shall ensure that all equipment used is safe and secure. 

8. Patients shall not be carried in arms by staff members.

9.  All in-patient falls and near falls shall be reported using the Safety Learning System (SLS).

10. A copy of the falls education brochure shall be provided to the patient and/or the family/SDM who are identified as being at risk for falls.



Outpatient Paediatric:

1. All outpatients including patients in the Emergency Department (ED) and Child and Youth Treatment Clinics (CYTC) shall be screened for their fall risk at the time of registration and for each clinic visit. 

2. Patients who are identified at risk for falls shall be visually identified by use of an orange armband and the falling leaf sticker on paperwork (if clinic utilizes paper documentation) to alert all staff of the patient’s fall risk status. 

3. All patients shall have age applicable universal interventions implemented (refer to Appendix I).

4. Patients identified at risk for falls shall have their personal care provider with them at all times until hospital staff is able to assume constant care. 

5. The receiving healthcare provider shall be responsible to further assess the patient in order to develop an individualized plan of care as appropriate.

6. Patients in the surgical program shall be assessed and placed in the most appropriate bed related to fall prevention strategy and surgical pre and post procedural requirements.

7. Each department shall ensure that all equipment used is safe and secure. 

8. All outpatient falls and near falls excluding non-injurious developmental falls shall be reported utilizing the SLS.

9. A copy of the falls education brochure shall be provided to patients and/or the family/SDM that are identified as being at risk for falls.



Newborns:

The risk of newborn falls begins at the time of birth and continues throughout the duration of the hospital stay.



1. All newborns shall be considered to be at high risk for falls.

2. All newborns shall sleep in a safe bassinette, incubator or overhead warmer according to their clinical condition.

3. All healthy newborns shall be placed on their back in their bassinette to sleep.

4. Parents shall be educated regarding no co-sleeping or co-bedding with their newborn.   If the caregiver is drowsy, the newborn shall be safely secured in their bassinette on their back.

5. Newborns shall be transported in their bassinette when in hallways.

6. Newborns shall not be carried in arms by staff.



DEFINITIONS:



Bubble:   large hard plastic covering entire opening of the crib.

Degrees of Injury:

Non Apparent:  No injury sustained as a result of the fall.



Slight/No Treatment:  The fall resulted in abrasion, reddening of the skin, a bump, a bruise or other apparently minor damage to tissue.  The treatment required was non-invasive (e.g. topical ointment, dressing or ice pack).



Moderate:  the fall resulted in temporary impairment and clinical intervention (e.g. sutures, first and second degree burns).  Falls which have the potential for serious outcomes that require monitoring/intervention.



           Serious:  The fall resulted in a fracture, hemorrhage, aspiration, loss of  

           consciousness, transfer to critical care area, increased length of stay or death.



Developmental fall:  A fall that is due to a child’s growth and development and is associated with children learning to walk, run and pivot.



Fall:  An event that results in the patient coming to rest, unintentionally on the ground or floor or other lower level whether or not it results in injury.



Near fall:  A sudden loss of balance that does not result in a fall or other injury.  This can include a person who slips, stumbles or trips but is able to regain control prior to falling. It is also considered a near fall when the patient is eased to the floor by staff or family members.



Newborn: time of birth and continues throughout the duration of the hospital stay.



Paediatric:  A patient up to the age of 18 years.



Repeat falls:  Two or more unintentional, non-developmental falls in the previous six months.



Skin to Skin: A diaper clad infant is in the upright prone position, chest to chest between the parent’s bare breasts.



Un-witnessed fall:  When the patient is unable to explain the events and there is evidence to support that a fall has occurred. 



PROCEDURE:



Equipment

Stretcher, bed, crib, bassinette or isolette, according to age and need.

Inpatient Paediatric

1. Assessment

a. Complete the electronic nursing admission assessment within four hours of admission to the Child and Youth Inpatient Unit.

b. If there is a significant change in the patient’s condition, review the list of risks factors and reassess the patient’s risk of falls.

c. Reassess the patient’s risk of falls if the patient is transferred to another unit.

d. Reassess each patient’s (as defined above) risk for fall every Friday utilizing the electronic falls assessment/precautions screen.

e. If the patient has a history of falls or falls risk, scores 12 or more, or if the assessing clinician deems the patient to be at risk for falls, initiate the high risk standard protocol and an individualized care plan.  Refer to Appendix III.



2. Fall Prevention Strategy

a. Develop an individualized plan of care to prevent falls for patients assessed to be at risk.  Interventions to consider are listed in Appendix I.

b. Ongoing documentation of progress shall be documented in the MEDITECH Patient Care System (PCS) Falls Intervention Screen with further narrative documentation as needed in the interprofessional progress notes. 

c. Identify the patient as being at high risk of falls by:

i. placing orange wrist band on patient’s wrist ;and

ii. placing falling leaf sticker or spine of patient chart and Kardex; and

iii. placing falling leaf logo/interventions above the patient’s bed.

d. Involve interprofessional team members as appropriate to assist with mobility aids, medication assessments etc.

e. Communicate the patient’s risk of falling with the patient/family and SDM as well as with staff.

f. Communicate the patient’s fall risk status at each shift change during bedside shift report.

g. When a patient is being transported from one department to another, the patient’s fall risk status shall be communicated to the receiving department as part of the Transfer of Accountability.

h. Provide the patient/family/SDM with the education brochure on falls.

i. Evaluate the effectiveness of the plan of care and alter individualized care plan as necessary every 24 hours.

j. Patients under three years of age shall be placed in a crib, bassinette or isolette as appropriate. Cribs shall be utilized for children less than three years of age even if this is not the sleeping arrangement at home. Bubbles shall be utilized if necessary to keep the child safe in their crib. 

k. Patients shall be transferred off the unit with accompaniment, by walking (if safely able to do so) or by appropriate use of equipment (e.g., stroller, wheelchair, infant bassinette, transport isolette, bed, etc.).

3. If a fall occurs:

a. Keep the patient comfortable but do not move the patient if they do not get up quickly on their own until the patient is assessed for injuries. Document symptoms such as pain score (if able to communicate), swelling, discolouration, bruising in the patient record. 

b. Refer to Appendix IV: Post-Fall Checklist as a guide for actions to be carried out following a patient fall. Document using Post-Fall Checklist intervention within MEDITECH or using the Post-Fall Checklist form RVH-2371 and place in the patient’s chart.

c. If the patient struck his/her head, do not move patient initially.  Call for assistance as required if head or neck pain is reported or suspected.  Complete a head to toe assessment including a paediatric neurological assessment and paediatric Glasgow Coma Scale.

d. Check vital signs including temperature, pulse, respirations, oxygen saturation, orthostatic pulse and blood pressure – lying, sitting and standing (if not clinically contraindicated).

e. If there is evidence or a suspicion of injury, contact the Most Responsible Provider (MRP) immediately and communicate all assessments. 

f. Provide immediate treatment to patient as appropriate. 

g. Speak to patient (if age appropriate) and/or witness (es) to find out what happened.

h. Notify the parent/SDM if not present with the patient.

i. Ensure the area in which the patient fell has been inspected for further immediate dangers. 

j. Remove immediate dangers contributing to patient fall to decrease chance of recurrence. 

k. Classify the fall as witnessed or un-witnessed for the SLS. 

l. Monitor the patient closely for 24 hours assessing for neurological, behavioural or functional changes. If changes occur, notify the MRP immediately.

m. A patient fall is a patient safety incident.  Report incident as per RVH Incident Reporting policy and procedure.  Every fall or near fall, regardless of degree of injury, requires an incident report.  To report the incident please refer to RVH Policy and Procedures: Patient Safety Incident Reporting and Investigation, and Disclosure of Harm. 

n. Initiate the High Risk Fall Protocol (refer to Appendix III).  If the patient was already on the High Risk Fall Protocol, re-evaluate the individualized care plan and revise as needed. 

o. Document the fall in the PCS electronic notes. 

p. Documentation shall include:

i. date and time of fall

ii. location of fall

iii. description of the fall (patient’s perception shall be included if possible)

iv. patient assessment, injuries (if any) and treatment provided

v. vital signs

vi. notification of the MRP and family/SDM

q. Members of the care team shall participate in a post-fall huddle on the day of the fall to review the incident and to help identify causes(s) and possible changes to the plan of care.  

r. When the patient is discharged, encourage the parent/SDM to utilize a stroller or other carrying/rolling mechanism for transporting the patient out of the hospital.



Newborns

1. All newly born infants shall be transported skin to skin with their parent from the Birthing Unit to the Obstetrical Unit accompanied by a health care provider unless there are medical indications for delayed contact or child protection concerns. 

2. The parent may sit in a wheelchair, be transported by stretcher or hospital bed. 

3. Transfer of care shall be documented on the SBARD-Obstetrical tool (RVH-0844A).

4. Once the initial transfer from Birthing Unit or Birthing Unit Post Anesthetic Care Unit is complete, a bassinette shall be used at all times for transporting the newborn.

5. The bassinette shall always be mobilized by the metal frame, not the plastic bassinette. 

6. When transporting ill neonates to the Neonatal Intensive Care Unit following a delivery in the Birthing Unit labour room, a transport isolette shall be used. 

7. Parents and caregivers assuming the care for the newborn shall be assessed for mental alertness, stability and mobility. If concerns are identified, it is the responsibility of the health care provider to attend and supervise the newborn’s care. 

8. Newborns shall sleep in a bassinette. Co-sleeping/co-bedding of parent and newborn is not permitted.

9. Newborns placed in a motion device shall be secured safely with the use of built-in safety straps designed for newborns and infants. A healthcare provider/parent shall be in attendance at all times when placed in this device.

10. Endeavour to provide all treatments, nursing care and tests at the bedside to minimize the need for transfers and transporting of newborns.

11. Teach parents about potential falls risk with carrying their newborn in their arms. 



When a newborn falls

1. Complete an initial assessment of the newborn and document in the newborn’s health record. 

2. Notify the MRP.

3. Medical examination and assessment of the newborn shall be completed and documented in the newborn’s health record. 

4. Transfer the newborn to the NICU as per MRP’s orders.

5. Newborn should have an x-ray and or CT scan as per MRP orders.

6. Assess and reassure the parent and family. Document assessment in the parents’ health record.

7. Communicate strategies in place to promote newborn safety.

8. Complete a SLS report and alert the manager or Hospital Services Leader of the event.

9. Document:

a. Location of the parent and newborn

b. Estimated distance of fall

c. Time of fall

d. Who reported the fall (parent/family/healthcare provider)

e. What was happening at the time of the fall

f. Factors that might have contributed to the newborn fall such as:

i. environmental clutter

ii. obstacles in the parent’s room

iii. co-sleeping/co-bedding

iv. maternal sedation or fatigue



Outpatient Paediatric

1. Screening at time of registration

a. Upon registration, all paediatric outpatients shall be screened for their fall risk using the following question:  Does the child require protection from injury in the home due to frequent injurious falls?

b. If the answer is yes, the child is considered to be a high risk for falls. 

c. It is the responsibility of the receiving healthcare provider to further assess the patient as required. 

d. The procedural outpatient population who receive moderate sedation or anesthesia shall be considered to be at an increased risk for falls. All of these patients shall be observed for signs of unsteady gait or immediate risk for falls, i.e. dizziness, difficulties in standing up, etc.

2. Fall Prevention Strategy

a. Patients considered at high risk for falls shall be identified by use of an orange armband and/or the falling leaf sticker on paperwork (if applicable) to visually alert hospital staff, volunteers, students and clinicians to the patient’s fall risk status.

b. Outpatient clinics shall utilize a standard set of fall prevention interventions as part of the standard of care (refer to Appendix I). This care shall be tailored to the specific needs of their patient population based on clinical judgment. 

c. Fall prevention interventions implemented to reduce the risk of falls shall be documented in the unit specific documentation tool. 

3. If a fall occurs

a. Follow the items outlined in step 3 of the Inpatient Paediatric procedure above, except immediately contact the MRP or the Emergency Department.

b. In the community, the offsite service provider shall advise the parent to seek medical attention.
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This is a controlled document prepared solely for use by the Royal Victoria Regional Health Centre (RVH).  Printed copies may not reflect the current electronic document and shall be checked by RVH users in the Policy and Document Hub prior to use.	Printed:  18/08/2020

Patient Safety:



· Orient the child and family to the unit, use of call bell, and safety precautions.

· Keep crib rails up at appropriate height for patient age/development.

· Use crib bubbles (with SDM consent) where appropriate to prevent climbing over crib rails.

· Use step stools where needed and available.

· Keep beds and stretchers in lowest position with brakes on, unless treatment needs require otherwise.  After the treatment, the bed is to be returned to the lowest position. 

· When the child or baby is unattended or caregiver is asleep in his/her bed, the bed and crib side rails are to be kept in full up position, and if applicable, isolette doors and portholes are to be firmly shut and latched.  

· Co-bedding with parent is not permitted. If parents request otherwise, it is with the understanding that they shall have to remain with their child at all times, and that there are associated risks. This shall be documented in the patient chart.

· A caregiver is to remain with a child who is on a stretcher.

· Keep hand contact with babies, young children, or developmentally or cognitively impaired children on treatment tables, scales, etc. at all times to prevent falls.

· Caregiver shall be present, and safety devices used when child is in high chair, stroller, wheel chair, infant seat or swing etc.

· Appropriate sized gown or pyjamas that do not drag during ambulation

· Paediatric ambulating patients shall wear shoes or non-slip footwear (gripper socks).



Communication:

· Ensure a minimum of hourly rounds to offer assistance.

· Assess parents or primary caregivers ability to set appropriate behavioral/activity limits and to provide proper supervision.

· Provide parent(s) or guardian with the educational brochure “Fall Prevention and Your Child”.



Environment:

· The call bell, bedside table, telephone, TV remote, drink, and other frequently used items are to be placed within reach of the child, as developmentally appropriate.

· Provide adequate lighting during the day and night.

· Children and infants are not to be placed on or to be allowed to climb up on unsafe surfaces (e.g., windowsills, table tops, equipment, etc.).

· Patients and child visitors are not to be left unsupervised in halls and play areas.  No running is permitted.

· Keep the child’s environment clear of hazards (e.g., obstacles, clutter, spills, etc.).





Equipment:

· Utilize appropriate sleep environment for patient situation (e.g., bassinette, isolette, crib, etc.).

· Place car seats, carriers, and rockers on the floor (unless completely enclosed by appropriate height crib rails).

· No large toys, pillows, blankets, bumper pads or stuffed animals in cribs of infants or toddlers.

· Sensory aids such as eyeglasses, hearing aids, etc. need to be accessible to the child.

· Provide assistance and instruction as appropriate to a child requiring assistive devices (e.g., walker, crutches, wheelchairs, etc.).

	

Medications:

· Evaluate medication effects and the potential effect administration time might play in risk of falls.
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		Appendix I:  Universal Interventions for all Paediatric Inpatients









		Parameter

		Criteria

		Score



		Age

		Less than 3 years old

		4



		

		3 to less than 7 years old

		3



		

		7 to less than 13 years old

		2



		

		13 years and above

		1



		Gender

		Male

		2



		

		Female

		1



		Diagnosis

		Neurological Diagnosis

		4



		

		Alterations in oxygenation (Respiratory diagnosis, dehydration, anemia, anorexia, syncope/dizziness etc

		3



		

		Psych/behavioural disorders

		2



		

		Other diagnosis

		1



		Cognitive Impairments

		Not aware of limitations

		3



		

		Forgets limitations

		2



		

		Orientated to own ability

		1



		Environmental Factors

		History of Falls or Infant-Toddler placed in bed

		4



		

		Patient uses assistive devices or infant-toddler in crib or furniture/lighting

		3



		

		Patient placed in bed

		2



		

		Outpatient area

		1



		Responses to Surgery/Sedation/Anesthesia

		Within 24 hours

		3



		

		Within 48 hours

		2



		

		More than 48 hours/none

		1



		Medication Usage

		Multiple usage of:

sedatives

hypnotics

barbituates

phenothiazines

antidepressants

laxative/diruetics

narcotics

		3



		

		One of the meds listed above

		2



		

		Other medications/none

		1



		

		TOTAL SCORE

		





Adapted from The Humpty Dumpty Scale (2009).
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		Appendix II:  Falls Scoring Tool - Inpatient













· Identify patient with a “falling leaf” sign by applying on the patient, on the bed and /or on the door.

· Educate patient/parents/SDM of falls protocol precautions 

· Check patient minimum every 1 hour.

· Accompany patient with ambulation.

· Place patient in developmentally appropriate bed. Consider moving patient closer to nurses’ station.

· Assess need for 1:1 supervision.

· Evaluate medication administration times.

· Remove all unused equipment out of the room.

· Protective barriers to close off spaces, gaps in the bed.

· Keep door open at all times unless specified isolation precaution are in use.

· Keep bed in the lowest position, unless patient is directly attended.

· Document teaching and plan of care.
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		Appendix III:  High Risk Standard Protocol Paediatric Inpatients (score 12 and above)
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		Appendix IV:  Post-Fall Checklist














Screening by Registration clerks with the following question:

1. Does the child require protection from injury in the home due to frequent injurious falls?

Child registered as outpatient?

Patient is at risk for falls.

Patient currently not at risk for falls. 

Complete fall risk assessment for all paediatric inpatients:

1. within 24 hours of admission,

2. after a fall or near fall,

3. when transferred from another unit,

4. change in condition and

5. weekly on each Friday.



Implement universal interventions to prevent falls (Appendix I).

If patient has history of falls or a fall risk score of 12 or more when assessed, patient is at high risk for falls. 

Implement High Risk Fall Prevention Protocol.

Provide patient/SDM with falls education brochure.







Fall risk score less than 12, patient is not a high risk for falls. Continue with universal interventions.

Identify patient as being high risk for falls:

1. Orange wristband on wrist

2. Place falling leaf sticker on spine of chart and Kardex

3. Place falling leaf logo above patient’s bed



Develop an individualized plan of care (Refer to interventions Appendix II).







Continue to revise and update plan of care based on weekly Friday Fall assessments or as indicated by patient condition

Continue with plan of care for patient not at risk for falls.

Documentation Requirements: All assessments and interventions shall be documented in patient record.

At Discharge:

Provide patient/family with fall education brochure.

Discharge plan to ensure community supports in place for patient’s safe return to home.

Registration clerk shall identify patient by:

1. use of orange highlighter on patient armband.

2. Falling leaf sticker on paperwork



Implement universal interventions for paediatric outpatients to prevent falls (Appendix E).



YES

NO

YES

YES

Child admitted to inpatient area? 
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		Appendix V:  Assessment and Prevention Algorithm















Inpatient and Outpatient Falls

1. Do not move patient initially. 

2. Keep patient comfortable.

3. Call for assistance.

 















Inpatient Unwitnessed Fall:

1. Do not move patient and call for assistance.

2. Check Vital Signs

3. Complete a head to toe assessment, including neurological assessment and Glasgow Coma Scale.

4. Notify MRP and communicate all assessments.

5. Continue to monitor as per MRP orders.





Inpatient Witnessed Fall: Patient hit head and/or complains of head or neck pain:



1. Do not move patient and call for assistance.

2. Check Vital Signs

3. Complete a head to toe assessment, including neurological assessment and Glasgow Coma Scale.

4. Notify MRP and communicate all assessments.

5. Monitor closely for 24 hours (assess for neurological, behavioural or functional changes). 









Inpatient Witnessed Fall: Patient did not hit head or no complaints of head or neck pain:



1. Check Vital Signs

2. Head to toe assessment.

3. Notify Most Responsible Provider (MRP) & communicate all assessments. 

4. Receive any new orders for treatment.

5. Continue to monitor as per MRP orders.



































Outpatient Falls:

Follow management as per inpatients.

Notify MRP or the

Emergency Department 

In the community: advise SDM to seek medical attention















All falls, regardless of degree of injury shall be reported using the Safety Learning System.



Hold Post-fall huddle

















Initiate High Risk Fall Protocol if not already done so. 



If patient was already on High Risk Fall Protocol, reassess and revise plan of care.

Documentation of fall to include:

1. Date and time of fall

2. Location of fall

3. Description of fall

4. All patient assessments, injuries and treatment provided.

5. Vital signs

6. Notification of MRP and family/SDM (if appropriate).
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		Appendix VIII:  Post Fall Assessment and Management Algorithm











SCOPE:



This policy and procedure applies to all staff that care for adult patients at the Royal Victoria Regional Health Centre (RVH) and that are involved in the prevention, screening/assessment, and interventions related to falls.



POLICY STATEMENT:



It is the policy of RVH to promote a safe environment for all patients utilizing a Fall Prevention Strategy.  It is expected that all staff shall adhere to the principles outlined in this policy.



Inpatient Adult:

1. Universal fall prevention interventions shall be implemented for all adult inpatients (refer to Appendix II).

2. All staff providing direct patient care shall complete annual Fall Prevention Strategy education, including regular updates, as required.

3. Each patient shall be assessed for risk of falls:

a. at time of admission; and

b. after a fall or a near fall; and

c. when transferred from another unit; 

d. whenever there is a significant change in the patient’s condition; and

e. weekly on Friday.

4. Completion of the electronic nursing admission assessment process shall result in an automatic calculation of a falls risk score. If the patient is found to have a history of falls or a falls risk score of four or more, or if the assessing clinician deems the patient to be at risk for falls, a Falls Prevention Strategy shall be implemented.

5. The results of the falls risk assessment shall be communicated to the health care team, the patient and the family/substitute decision maker (SDM) and documented in the patient health care record. 

6. An individualized plan of care shall be developed to reduce the risk of falls. Assessment shall include consideration of causes of falls and interventions to address these causes (refer to Appendix III).

7. Each department shall ensure that all equipment used is safe and secure.

8. All patient falls and near falls shall be reported using the Safety Learning System (SLS).

9. A copy of the falls education brochure shall be provided to patients and/or the family/ SDM who are identified as being at risk for falls.




Outpatient Adult:

1. All outpatients, including patients in the Emergency Department (ED) and at both the in-centre and off-site Dialysis Clinic, shall be screened for their fall risk at time of registration and for each clinic visit.

2. Patients who are identified at risk for falls shall be visually identified by use of an orange armband and the falling leaf sticker on paperwork (if clinic utilizes paper documentation) to alert all staff of the patient’s fall risk status.

3. Universal fall prevention interventions shall be implemented for all adult outpatients (refer to Appendix V)

4. The receiving healthcare provider shall be responsible to further assess the patient in order to develop an individualized plan of care, as appropriate.

5. Each department shall ensure that all equipment used is safe and secure.

6. All outpatient falls and near falls shall be reported using SLS.

7. A copy of the falls education brochure shall be provided to patients and/or the family/SDM that are identified as being at risk for falls.



RVH In-Centre and Off-Site Dialysis: 

1. Universal fall prevention interventions for adult outpatients (refer to Appendix V) shall be implemented and documented, as applicable. 

2. Patients who are identified at risk for falls shall be identified by the falling leaf sticker on their picture located in patient chart and on the Kardex.



DEFINITIONS:



Adult:  A patient who is 18 years of age or older.



Degrees of Injury:

None Apparent: No injury sustained as a result of the fall.



Slight/No Treatment: The fall resulted in minor injury which did not require treatment.



Slight/Minor Treatment: The fall resulted in abrasion, reddening of the skin, a bump, a bruise or other apparently minor damage to tissue. The treatment required was non-invasive (e.g. topical ointment, dressing or ice pack).



Moderate: The fall resulted in temporary impairment and clinical intervention (e.g. sutures, first and second degree burns). Falls which have the potential for serious outcomes that require monitoring/intervention.



Serious: The fall resulted in a fracture, hemorrhage, aspiration, loss of consciousness, transfer to critical care area, increased length of stay, or death.

Fall:  An event that results in the patient coming to rest, unintentionally, on the ground or floor or other lower level whether or not it results in injury.



Near fall:  A sudden loss of balance that does not result in a fall or other injury. This can include a person who slips, stumbles, or trips but is able to regain control prior to falling. It is also considered a near fall when the patient is eased to the floor by staff or family members



Repeat falls:  Two or more falls within the previous six months.



Timed Up and Go (TUG) Test: A test that observes the time it takes a person to rise from an arm chair, walk three metres, turn, walk back, and sit down again.



Unwitnessed fall:  When the patient is unable to explain the events and there is evidence to support that a fall has occurred. 



PROCEDURE:



Inpatient Adult:

1. Assessment

a. Complete the electronic nursing admission assessment, which includes the initial falls risk assessment, within 24 hours of when the admission orders were written.

b. If the patient has a history of falls or a falls risk score of four or more, or if the assessing clinician deems the patient to be at risk for falls, the Fall Protocol and an individualized care plan shall be initiated. Refer to Appendix I for a list of risk factors, Appendix IV for a list of drugs commonly associated with increased risk of falls and Appendix III for a list of individualized interventions to consider for patients.

c. If there is a significant change in the patient’s condition, review the list of risk factors and reassess the patient’s risk of falls.

d. The falls risk assessment shall be completed upon transfer to another unit.

e. Reassess each inpatient’s risk for fall every Friday utilizing the electronic falls Assessment/Precautions screen.

2. Fall Prevention Strategy 

a. Develop an individualized plan of care to prevent falls for patients determined to be at risk. Interventions to consider are listed in Appendix IV.

b. Ongoing documentation of progress shall be documented in MEDITECH Patient Care System (PCS) Falls Intervention screen with further narrative documentation as needed in the interprofessional progress notes.

c. Identify the patient as being at risk of falls by:

i. placing orange wrist band on patient’s wrist; and

ii. placing falling leaf sticker on spine of patient chart and Kardex; and

iii. placing falling leaf logo/interventions above the patient’s bed.

d. Involve interprofessional team members as appropriate to assist with mobility aids, medication assessments, etc.

e. Communicate the patient’s risk of falling with the patient/family and SDM as well as with staff.

f. Communicate the patient’s fall risk status at each shift change during bedside shift report.

g. When a patient is being transported from one department to another, the patient’s fall risk status shall be communicated to the receiving department as part of the Transfer of Accountability.

h. Provide the patient/family/SDM with the education brochure on falls.

i. Evaluate the effectiveness of the plan of care and alter individualized care plan, as necessary, every 24 hours.

j. Utilize restraints only when all alternatives have failed and other criteria are met as per RVH Policy and Procedure: Least Restraint.

k. Plans for discharge shall include the interprofessional team members to ensure that appropriate community supports are in place so that the patient can safely return home. 



3. If a fall occurs:

a. Keep the patient comfortable but do not move the patient until the patient is assessed for injuries. Document symptoms such as pain score, swelling, discolouration, bruising in the patient record. 

b. Refer to Appendix VI: Post-Fall Checklist as a guide for actions to be carried out following a patient fall. Document using Post-Fall Checklist intervention within MEDITECH or using the Post-Fall Checklist form #RVH-2371 and place in patient’s chart. 

c. If the patient struck their head, do not move patient initially. Call for assistance, as required, if head or neck pain is reported. Complete a head to toe assessment including a neurological assessment and Glasgow Coma Scale. 

d. Check vital signs including temperature, pulse, respirations, oxygen saturation, blood pressure, orthostatic pulse and blood pressure – lying, sitting, and standing (if not clinically contraindicated).

e. If there is evidence or a suspicion of injury, contact the most responsible provider (MRP) immediately and communicate all assessments.

f. Provide immediate treatment to patient, as appropriate. 

g. Speak to the patient and/or witness(es) to find out what happened.

h. Ensure the area in which the patient fell has been inspected for further immediate dangers.

i. Remove immediate dangers contributing to the fall to decrease chance of recurrence.

j. Classify the fall as witnessed or unwitnessed for SLS.

k. For both witnessed and unwitnessed falls, notify the MRP immediately if the patient is on anticoagulant therapy. 

l. Monitor the patient closely for 24 hours assessing for neurological, behavioural, or functional changes. If changes occur, notify the MRP immediately.

m. Consult MRP and/or pharmacist to complete a medication review, as applicable.

n. A patient fall or near fall is a patient safety incident. Report incident as per RVH Incident Reporting policy and procedure. Every fall or near fall, regardless of degree of injury, requires an incident report.  To report the incident refer to RVH Policy and Procedures: Patient Safety Incident Reporting and Investigation and Disclosure of Harm. 

o. Initiate Fall Protocol. If the patient was already on Fall Protocol, re-evaluate the individualized care plan and revise, as needed.

p. Document the fall in the interdisciplinary progress notes/PCS electronic notes.

q. Documentation shall include:

i. date and time of fall

ii. location of fall

iii. description of the fall (patient’s perception shall be included, if possible)

iv. patient assessment, injuries (if any) and treatment provided

v. vital signs

vi. notification of MRP and SDM/family (if appropriate)

q. Members of the care team shall participate in a post-fall huddle on the day of the fall to review the incident and to help identify cause(s) and possible changes to the plan of care (refer to Appendix VI).



Outpatient Adult:

1. Screening at time of registration:

a. Upon registration, all adult outpatients shall be screened for their fall risk using the following questions:

i. Have you fallen (related to such conditions as weakness, impaired mobility, or confusion) in the last six months or since we saw you last?

ii. Do you have any difficulty with your walking or balance today?

b. Patients who answer yes to one or both questions shall be considered as being at risk for falls.

c. It is the responsibility of the receiving healthcare provider to further assess the patient as required.

d. The procedural outpatient population who receive moderate sedation or anesthesia shall be considered to be at an increased risk for falls. Outpatient cancer patients who receive therapies that cause weakness, nausea, anemia, etc. shall be considered to be at an increased risk for falls that may be transient (due to the procedure) or pre-existing (due to risks that patients have at baseline). All of these patients shall be observed for signs of unsteady gait or immediate risk for falls, i.e. dizziness, difficulties in standing up, etc.

2. Fall Prevention Strategy:

a. Patients who are considered to be at risk for falls shall be identified by use of an orange armband and/or the falling leaf sticker on paperwork (if applicable) to visually alert hospital staff, volunteers, students and clinicians to the patient’s fall risk status.

b. Patients who are identified as being at risk for falls, who are not accompanied by a friend or family member, shall be met by a staff member or accompanied to the treatment area by a volunteer, as required.

c. Outpatient clinics shall utilize a standard set of falls prevention interventions as part of the standard of care (refer to Appendix V). This care shall be tailored to the specific needs of their patient population based on clinical judgment.

e. Fall Prevention interventions implemented to reduce the risk of falls shall be documented on the unit specific documentation tool. 

f. Staff shall discuss with patients and their families:

i. their risk of falls and;

ii. accompaniment by a friend or family member to future appointments and;.

iii. use of appropriate gait aids and

iv. education brochure on falls.



3. If a fall occurs:

a. Follow the steps outlined in Procedure, Inpatient Adult, step 3 with the following exceptions;

i. Immediately contact the MRP or the Emergency Department.



RVH In-Centre and Off-Site Dialysis:

1. Assessment at each clinic visit:

a. Patients who are identified at risk for falls shall be identified by the falling leaf sticker on their picture located in patient chart and on the Kardex.

2. If the patient answers “Yes” to the question “Have you fallen since we saw you last?” then the nurse shall ask the following question:

a. Have you fallen in the last 24 hours?

3. If the patient answers “Yes” to the question “Have you fallen in the last 24 hours?” the nurse shall assess the degree of injury and adjust the heparin dose as ordered by the physician.

4. If a fall occurs:

a. Follow Procedure, Inpatient, Adult, step 3. 



Simcoe Muskoka Regional Cancer Program (SMRCP) Outpatient Clinics:

1. Upon registration for a visit associated with a provider appointment the patient shall be screened at registration for fall risk using the following questions:

a. Have you fallen in the last six months or since we saw you last?

b. Do you have any difficulty with your walking or balance today?

2. Patients who answer yes to one or both questions shall be considered as being at risk for falls.

3. Patients who are considered to be at risk for falls shall be identified by use of the

orange armband and the falls icon indicator is activated in the Cancer Program electronic medical record (ARIA™).

4. The receiving nurse shall be responsible to further assess the patient in order to develop an individualized plan of care, as appropriate.

5. Upon identification of the patient at risk for falls the nurse shall complete the fall risk assessment and intervention questionnaire in ARIA™.

6. Patients shall be divided into low risk and high risk depending on the assessment score.  A score risk of four or higher shall be considered a high risk patient and the appropriate interventions and referral shall occur. 

7. Interventions/Strategies to reduce Risks for Low Risk Fall 

Education:

a. Communication to patient/family/SDM re fall risk education regarding general fall interventions as per Appendix V.

8. Interventions/ Strategies to Reduce Risks for High Risk of Fall

a. Education:

i. Communication to patient/family/SDM re: fall risk education regarding general fall interventions as per Appendix V.

ii. Provide “Falling Hurts. Let’s Prevent Falls” brochure to patient and family members.

b. Medication Review: 

i. SMRCP’s Pharmacy personnel shall conduct medication reviews to assess patient’s medication such as dosage, side effects, and interactions with food or other medications. For patients who require interventions, Pharmacy shall notify the primary health provider and oncologist to reduce medication-related fall risk factors. 

ii. Since the effect of medications is variable and patient specific, it is difficult to attribute a risk value to any specific medication or combination of medications. Medication is more likely to be implicated in a fall if they have been recently initiated or increased in dosage. In addition, taking more than 4-5 medications irrespective of type can increase one’s risk of falling.  There are some medications that have higher association with falls. Appendix IV lists medications that contribute to falls in elderly patients through potential adverse effects. This list is not exhaustive; hence, other medications may contribute to falls and the listed adverse drug effects.





c. Referral:

i. Referral to the North Simcoe Muskoka Integrated Regional Falls Program (IFRP): For patients age 55 and over and who are assessed and deemed a high risk for falls, the nurse shall refer the patients to North Simcoe Muskoka IFRP, with the patient’s consent, by completing referral form and faxing the form to RVH IFRP nurse. This shall be a one-time referral only.
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Patient/Safety:

· Orient patient to unit environment.

· Encourage non-skid footwear be used (discuss with family).

· Provide opportunity for regular physical activity as indicated for patient. 

· Ensure all rails up when transporting patients. 

· Do not leave at risk patients unattended in diagnostic or treatment area.



Communication:

· Ensure frequent contact with patients to offer assistance. 

· Respond to call bells as soon as possible.



Environment:

· Provide adequate lighting during the day and night.

· Ensure all electrical cords/tubing tucked out of the way.

· Ensure bedside table, bed, chairs are locked and the bed is at the lowest height.

· Place patients in a suitable location on the unit (e.g. close to nursing station, avoid isolation when medically appropriate). 

· Keep floors non slippery and clean up spills immediately. 

· Ensure pathway to bathrooms and hallways are free of obstacles. 



Equipment:

· Ensure call bell is within easy reach, the patient has been shown how to use it and it is in working condition.

· Ensure toileting facilities are within reasonable distance from the patient. Assist with frequent toileting, if warranted.

· Ensure walking aids, hearing aids, glasses, drinks, books, etc. are within easy reach.
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		Appendix I:  Universal Interventions Required for All Adult Inpatients to Prevent Falls













Patient/Safety:

· Assess for orthostatic hypotension.

· Consult MRP regarding medical concerns that may be contributing to falls (e.g. orthostatic hypotension, dizziness, etc.).

· Medication review with MRP/Pharmacist.

· Check hearing and vision. 

· Referral to other health care professionals as appropriate (e.g. Pharmacist, Occupational Therapist, Physiotherapist, Dietitian).

· Place near nursing station.

· Check patient at a minimum of every hour.

· Encourage patient to change position slowly, sit at edge of bed a few minutes before getting up and ask for assistance.

· Assess functional level.

· Instruct patient not to get out of bed without assistance.

· Encourage independence, assist patient with ADL’s, as required.

· Ensure adequate nutrition and hydration.

· Frequently re-orientate the patient and reinforce use of call bell.

· Toilet routinely and appropriate clothing for easy toileting. 

· Supervision while in bathroom.

· Adequate pain management

· Structured exercise program.

· Diversional activities (i.e. pets, music, TV, puzzles, crafts, cards, snacks, activity apron, etc.).

Communication:

· Communicate patient’s “AT RISK” status during bedside shift report and with other disciplines 

· Include patient/family/SDM in development of individualized safety plan, considering age and patient cognition when planning care – collaborate with family/SDM to maintain patient’s independent functioning.

· Request family/caregiver assistance in supervising patient.

· Language interpretation aids as necessary

· Inform and educate patient/family regarding plan of care to prevent falls

· Provide patient/family with education brochure on falls

Equipment:

· Commode/urinal at bedside, raised toilet seat in bathroom

· Ensure appropriate use of assistive devices

· Utilize bed/chair alarm

· Hip protectors

· Floor mats

· Wedge cushion 

· Mechanical lift

· Limited use of bed rails and restraints

· Patient watch (shall be last resort) 
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		Appendix II:  Individualized Interventions for Adult Inpatients at Risk to Prevent Falls













Environment:

· Utilize safety devices on procedure/exam tables, such as safety straps, when needed.

· All areas of the clinic are kept clear of clutter and trip hazards. 

· Uneven/slippery floors are reported. 

· Broken equipment is reported and removed from care areas. 

· Use chairs with handrails, and assist patient to use safely. 

· Use stools with stoppers instead of wheels. 

· Ensure proper use of transfer aids such as the pivot stand aid or lifts when required. 

· Direct high risk patients to washrooms equipped with grab bars and remain available to enter and assist if necessary (otherwise assist with bedpan/urinal).

· Place bed, chair, and stretcher or procedure/exam table at lowest or most appropriate height (ideally so that patient’s feet can touch the floor). 

· Use step stools with handles when needed and available, and assist to use safely. 

· Effective lighting shall be used when required (e.g. nightlights, bathroom lights).

· Keep floors clean and dry. 



Physical Status:

· Assess patient prior to ambulation for those that appear at high risk for falls (i.e. have difficulty going from sit to stand, use a mobility aid, have vision impairment, appear to have an unsteady gait). 

· Encourage patient to bring and use personal mobility aids. 

· Utilize wheelchairs where needed or upon client’s request. 

· Remain close and give support, as needed, to the patient while getting on/off the procedure/exam table. 

· Where needed, accompany/assist patient to the room using appropriate method of transportation. 

· All patients who require a weight shall be weighed with assistance and/or supervision. 

· Minimize client need to travel to different care areas as much as possible. 

· Ensure patient is accompanied by staff member, volunteer or family member/caregive on discharge/conclusion of visit using appropriate mode of transportation. 

· Ensure patients are escorted home with appropriate accompaniment post sedation/anesthetic. 

· Encourage use of properly fitting clothing and footwear (non-slip). 



Cognition:

· All outpatient areas shall have adequate signage.

· Orientate patient to surroundings, where appropriate. 



Communication:

· Make education brochure on falls available to all patients. 

· Communicate falls risk status to team members. 



Medications:
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		Appendix III:  Universal Interventions Required for All Adult Outpatients to Prevent Falls











Review medication list, when appropriate, for drugs which may predispose patient for falls.



a. Previous fall in last six months (strongest predictor of risk of future falls)

b. Age greater than 65 years

c. Cognitive impairment (confusion, dementia, delirium)

d. Impaired mobility (gait and/or balance)

e. Generalized weakness

f. Greater than five medications or high risk medications (see Appendix IV)

g. Significant visual impairment/hearing impairment

h. Serious illness/multiple illnesses

i. Incontinence (bladder or bowel)
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		Appendix IV:  Adult Inpatient Risk Factors for Falls
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		Appendix V:  Medication Class, Impacts and Examples
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		Appendix V:  Medication Class, Impacts and Examples







Safer Health Care Now (April, 2015). Reducing Falls and Injuries from Falls Getting Started Kit.  
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*Do Not Print 





         

Adult patient registered as Outpatient?



Adult patient admitted to inpatient area? 











                                                                                                                    YES

                                   YES



                              Screening by Registration clerks with 2 questions:

1. Have you fallen in the last six months or since we saw you last?

2. Do you have any difficulty with your walking or balance today?



Implement universal interventions to prevent falls.





                                    



                                                                Continue to revise and update plan of care based on weekly Friday Fall assessments or as indicated by patient condition



Continue with plan of care for patient not at risk for falls.



If patient has history of falls or a fall risk score of 4 or more when assessed, patient is at high risk for falls. 

Implement Fall Prevention Strategy.

Provide patient/family with falls education brochure.



Identify patient as being high risk for falls:

1. Orange wristband on wrist

2. Place falling leaf sticker on spine of chart and Kardex

3. Place falling leaf logo above patient’s bed



Develop an individualized plan of care (Refer to interventions Appendix C).







Complete fall risk assessment for all adult inpatients:

1. within 24 hours of admission,

2. after a fall or near fall,

3. when transferred from another unit,

4. change in condition and

5. weekly on each Friday.





                                                                                           

                                                                                                           YES                      NO                                           At Discharge:

Provide patient/family with fall education brochure.

Discharge plan to ensure community supports in place for patient’s safe return to home.



Documentation Requirements: All assessments and interventions must be documented in patient record.



Fall risk score less than 4, patient is not a high risk for falls. Continue with universal  interventions.



Registration clerk will identify patient by:

 1. use of orange armband.

2. falling leaf sticker on paperwork if applicable.



If not accompanied by family or friend, patient must be met and accompanied to treatment area by staff member or volunteer.



Assess patient and implement universal interventions for adult outpatients to prevent falls

Patient currently not at risk for falls. 



If answer yes to one or both questions, patient is at risk for falls.
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		Appendix VI:  Post-Fall Checklist
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		Appendix VII:  Falls Risk Assessment and Prevention Algorithm
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1.0 Purpose 
 This policy outlines expectations related to: assessing client/patient risk of falls; 


interventions for prevention; and managing care post-fall.  
 
2.0 Persons Affected 
 This policy applies to all physicians/Nurse Practitioners (NPs) and interprofessional 


personnel (hereafter referred to as “CAMH personnel”). 
 
3.0 Policy  


In order to provide a safe and therapeutic environment, CAMH implements a falls 
prevention and management policy to prevent, assess and manage the risk of falls.  


 
4.0 Definitions 
 Fall: An event that results in a person coming to rest inadvertently on the ground or 


floor or other lower level (RNAO, Best Practice Guideline, 20017). 
 
5.0 Responsibilities 


5.1 Nursing Personnel 
5.1.1 Assess all clients/patients for falls risk within 24 hours of admission or 


transfer to an inpatient unit. 
 
5.2 All CAMH Personnel 


5.2.1 Collaborate with the interprofessional team on standard safety measures 
and individualized plans for falls prevention and post-fall follow-up 


5.2.2 Contribute to assessment and prevention of fall risk when there is an 
admission (outpatient program), change in the client/patient’s clinical 
status or when a client/patient falls 
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6.0 Procedures 
6.1 Assessing and Managing the Risk of Falls in Outpatient Services/Ambulatory Care 


Areas (Refer to Appendix A ) 
6.1.1 A member of the interprofessional team will confirm the client/patient’s 


mobility status and falls risk by completing the Falls Risk Assessment for 
Outpatients Power Form in I-CARE on admission to the outpatient service, 
annually, on transfer and if there is a change in the client/patient’s 
condition. 


6.1.2 If client/patient reports having mobility difficulties, the team will work with 
the client/patient to identify any accommodations required. 


6.1.3 The interprofessional team may recommend an Occupational Therapist 
assessment. 


6.1.4 Interprofessional personnel will advise clients/patients at high risk for falls 
to receive follow-up by their primary care provider. 


 
6.2 Prevention, Assessment and Management of Falls in Inpatient Care Areas 


6.2.1 Prevention of Falls 
The interprofessional team will implement standard and individualized (to 
the extent applicable) safety measures to assist in the prevention of injury 
for client/patients. These standard safety measures include, but are not 
limited to: 
•  Providing client/patient and/or family/substitute decision maker (SDM) 


with  “Falls Prevention” brochure and reviewing the content with them 
• Orienting client/patient/family/SDM to unit including room, bathroom, 


dining areas, and activity areas or out-patient environment 
• Providing client/patient/family/SDM instructions to call for assistance if 


required 
• Ensuring client/patient’s personal items are within reach 
• Encouraging use of eyeglasses, hearing aids and walker/cane (as 


applicable) and keep these within reach of the client/patient 
• Encouraging non-skid footwear 
• Providing adequate lighting for ambulation 
• Ensuring spills are cleaned up promptly 
• Reporting/repairing broken equipment 
• Removing obstacles from pathways to the washroom, client/patient 


room, door, hallway 
• Ensuring there is a pain management plan, as applicable 
• Reviewing/evaluating current medication/s that may place client/patient 


at risk for falls 
• Promoting safe activity/mobility 
• Positioning bed at the lowest level with brakes on 
• Proactively offering assistance to clients/patients during observation 


rounds.  
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6.2.2 Assessment and Management of Falls Risk (Refer to Appendix B) 
6.2.2.1 Assessment 


a. Within 24 hours of admission or transfer to an inpatient 
unit/service, all clients/patients will be assessed by the 
assigned nurse for their fall risk using the Morse Fall Risk 
Assessment.  


b. Any member of the interprofessional team may contribute to 
ongoing assessments of fall risk when there is a change in the 
client/patient’s clinical status or when a client/patient falls. 


c. A member of the interprofessional team will reassess the risk 
for falls using the Morse Fall Risk Assessment, following a fall, 
a change in health status, every six months, transfer to a new 
unit and at discharge for clients/patients identified at high risk.   


d. At transfer or discharge or when a client/patient goes for an 
external appointment, the interprofessional team will 
communicate the fall prevention plan to the receiving team.   


 
6.2.2.2 Managing Clients/Patients at Low Risk of Falls 


a. If the client/patient’s score using the Morse Fall Risk 
Assessment is low risk (0 to 44) then the interprofessional 
team will implement the necessary standard safety measures 
(outlined in Section 6.2.1). 


 
6.2.2.3 Managing Clients/Patients at High Risk of Falls 


a. If the client/patient’s score using the Morse Fall Risk 
Assessment is equal to/or greater than 45, the 
interprofessional team will collaborate with the client/patient 
and/or SDM/family to develop a plan of care that addresses 
individual fall risk factors.  


b. The interprofessional team should consider an Occupational 
Therapist and/or Physiotherapist and/or Pharmacist, Dietitian 
and/or Hospitalist consultation.  


c. The intervention strategies will be identified and updated as 
needed in the client/patient’s plan of care.   


d. Approved Falls Management Products will be used according 
to manufacturers’ instructions (see Posey Falls Prevention 
Products). The use of any other products requires consultation 
with an Occupational Therapist, Physiotherapist and/or 
Advanced Practice Clinical Leader. 


e. An indicator appears as a visual communication tool/visual falls 
identifier on unit electronic whiteboards. 


f. Education will be provided to clients/patients identified at high 
risk and their families/caregivers (regarding their risk status 
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and their individualized client-centred falls prevention 
strategies (refer to Appendix C) 


g. Interprofessional team members providing/planning care will 
document in the client/patient’s plan of care: 


i. Effectiveness of specific individualized intervention 
strategies that were identified, and client/patient 
response to these interventions to be documented as 
clinically indicated. 


ii. Discussion/education provided regarding client/patient 
falls risk; 


iii. Suggested interventions, and client/patient and/or 
SDM/family response;  


iv. Changes in the client/patient’s functional status; and  
v. Details of any fall or a fall “near miss” and review and 


revise in the health record.  
h. As part of discharge planning, the team will consider further 


assessments and/or referrals as required for clients/patients at 
high risk for falls.   


 
6.3 Post Fall Management 


6.3.1 Following a fall, the client/patient should not be moved prior to assessment 
as movement may result in a head, spinal cord or other injury. A member 
of the interprofessional team will: 
a. Assess vital signs and determine Glasgow Coma Scale (Appendix D) 
b. If hemodynamically unstable call Code Blue 
c. Assess the client/patient for injury including head, cervical spine or hip 


injury. 
d. If the client/patient hit their head, or the fall was unwitnessed, initiate 


head injury monitoring.(Appendix E) 
e. Notify the hospitalist (or the Duty Doctor after hours). 
f. Implement immediate treatment following the fall as necessary. 
g. When appropriate, discuss with the client/patient their perception of the 


experience, exploring possible causative factors that led to the fall 
h. Review, update or create goal and intervention strategies in the plan of 


care that addresses current fall and may reduce the risk of a future fall 
i. Notify SDM and/or family with consent 
j. Document in the health record the circumstances of the fall, immediate 


post fall assessments/interventions, and discussions with 
client/patient/SDM/family regarding the implementation of strategies to 
prevent future falls  


k. If a serious fall event has taken place involving the client/patient in 
which a Code Blue was called as a response to the fall, document in 
accordance with E 3.1 Code Blue – Medical Emergency   
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l. Communicate to team members on all shifts (transfer of care practices) 
that the client/patient has had a fall and any immediate fall risk factors 


m. Complete a reassessment using the Morse Fall Scale. 
n. Complete a SCORE report 
o. Complete post-fall problem solving during team review 


 
7.0 References 


Morse, J. (2009).  Preventing Patient Falls.  New York; Springer Publishing Company 
 
Reducing Falls and Injuries from Falls Getting Started Kit www.saferhealthcarenow.ca 


Local Health Integration Network. (2011). Integrated provincial falls prevention 
framework & toolkit. Retrieved from: 
http://www.northwestlhin.on.ca/uploadedFiles/Home_Page/Integrated%20Provincia
l%20Falls%20Prevention%20Framework%20and%20Toolkit%20July%202011(1).p
df 


 
Registered Nurses Association of Ontario (2017). Clinical Best Practice Guidelines: 


Preventing Falls and Reducing Injury from Falls – Fourth Edition.  
 
University Health Network (2011). Clinical prevention of falls & fall-related injury. Policy 


and Procedure Manual. Toronto, Ontario. 
 
8.0 Links and Resources 


Patient and Family Information Brochure 
Fall Prevention Poster 
Sample Care Plans 
CAMH Falls Management Approved Products 
Morse Fall Risk Assessment 
Falls Risk Assessment for Outpatients 
Documentation Standards 


 
9.0  Review/Revision History 
 


Date Revision 
No. 


Revision Type 
(minor edit, moderate 


revision, complete 
revision) 


Reference Section(s) 


November 
2007 


1.0 New Policy N/A 


November 
2008 


1.0 Review and Renewal No changes, extend review frequency to 3 
years 
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http://www.northwestlhin.on.ca/uploadedFiles/Home_Page/Integrated%20Provincial%20Falls%20Prevention%20Framework%20and%20Toolkit%20July%202011(1).pdf
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http://insite.camh.net/files/3567-FallsPrev-broch_ENG_35448.pdf

http://insite.camh.ca/files/5991_Falls_Prevention_poster_R1_109442.pdf

http://insite.camh.ca/files/Sample_Care_Plans_35443.pdf

http://insite.camh.net/files/Falls%20Management%20Approved%20Products.pdf
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http://insite.camh.net/forms/clinical_forms/Falls_Risk_Assessment_Downtime_Form_Form_81474.pdf

http://insite.camh.ca/images/FallsRiskAssessmentForOPs_108819.PNG

https://wiki.cerner.com/display/CAMHCD/Documentation+Standards
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June 
2010 


2.0 Minor Reformat 


April 
2013 


3.0 Moderate Change in assessment tool, addition of 
outpatient and ambulatory care services, 


updated procedures 
March 
2015 


4.0 Minor References to documentation updated to 
align with I-CARE; Addition of 6.4.1 a) 


highlighting not to move the person prior to 
assessment. 


May 
2018 


5.0 Moderate • Secs. 1.0 Purpose and 3.0 Policy 
updated to refine CAMH’s direction on 
falls prevention and management.   


• Standardization of terminology, 
definitions, and documentation 
requirements. 


• Clarity of procedures relating to 
outpatient vs. inpatient areas (sec. 6.0). 


• Sec. 6.3 Post Fall Management 
updated to reflect best practice, 
including monitoring client/patient for 
head injury. 


• Appendices added: B and C. 
March 
2019 


6.0 Moderate • Added a requirement to assess falls risk 
for outpatients on an annual basis  


• Added a requirement to assess falls risk 
every 6 months for inpatients  


• Removed the requirement to reassess 
falls risk on discharge except for 
patients identified at high risk 


• Added a requirement to communicate a 
fall prevention plan when patients go for 
external appointments 


• Added 2 flow diagrams (as appendices) 
highlighting fall risk assessment,  
prevention and management 
requirements for inpatients and 
outpatients 
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Appendix A: Fall Prevention Decision Tree for Outpatient Areas  


 


Client Admitted 


• Provide Client & Family with Fall Prevention Brochure/Resources 
• Implement Standard Safety Measures 
• Fall prevention poster visible in waiting area 
• Complete Falls Risk Assessment for Outpatients Power Form 


Client at High 
Risk? 


(as per clinician 
assessment or client 
self-identifies based 


on poster) 
 


• Advise client to follow up 
with primary care provider 


• Make accommodations for 
any mobility aid used by 
client 


• Consider referral for 
Occupational Therapist 
assessment  


• Document interventions in 
health record 


Reassess fall risk 
annually, on transfer, or 
when there is a clinical 


status change 


Reassess fall risk annually, 
on transfer or when there is 


a clinical status change 


Client at high 
risk? 


(as per clinician 
assessment or client 


self-identifies) 
 


Client remains 
at high risk? 
(as per clinician 


assessment or client 
self-identifies) 


Consider referral to community resources 
Assist client to follow up with primary care provider 


Yes 


No 


No 


No Yes 


Yes 
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Appendix B: Fall Prevention Decision Tree for Inpatient units 


 


Patient Admitted 


• Provide Patient & Family with Fall Prevention Brochure/Resources 
• Implement Standard Safety Measures 
• Complete Morse Falls Risk Assessment within 24hrs 


Is Patient at 
High Risk? 


(Score ≥ 45 or as 
per clinician 
judgement) 


 


Patient Falls 


Reassess Falls risk  
High risk flagged on 
electronic whiteboard 


Reassess falls risk every 
6 months, after a fall, a 
change in health status 
change, transfer and 
discharge for patients 
identified at high risk  • Assess patient’s risk factors for falls 


• Develop an individualized plan of care to 
address patient-specific risk factors in 
collaboration with patient & family  


• Document individualized plan of care 
• Communicate falls risk 


Implement/evaluate plan of care  
Reassess falls risk every 6 months, 
after a fall, change in health status 
change, transfer and discharge for 
patients identified as high risk  
 


Patient at high 
risk? 


(Score ≥ 45 or as per 
clinician judgement) 


 


Patient remains 
at high risk? 


(Score ≥ 45 or as per 
clinician judgement) 


Consider 
Re-assessment/Consultation 


Yes 


Yes 


Yes 


No 


No 


No 
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Appendix C: Sample Interventions for Falls Prevention and Management 
(Refer to Sample Care Plans for additional interventions) 


Low Score (0-44 on the Morse Fall Scale) – Standard Precautions 
 
- Orientation to unit, room, and bathroom 
- Involve client/family in education 
- Personal items, fluids within reach 
- Toileting devices within reach 
- Eyeglasses, hearing aids, walker/cane within reach (if applicable) 
- Tray table or nightstand within reach 
- Bed at lowest level, brakes on 
- Non-skid footwear encouraged 
- Adequate lighting 
- Spills cleaned up immediately 
- Broken equipment reported/repaired 
- Obstacles removed from pathways to washroom, room door and hallway 
- Frequent client/patient checks  
- Pain management (if applicable) 
- Medication review 
- Encourage/provide opportunities for regular physical activity 
- Proactively offer assistance to clients/patients during observation rounds 
 


High Score (45 and higher on the Morse Fall Scale) (implement all that are appropriate for high risk) 
- Use of Standard precautions 
- Identification of high risk on electronic white board 
- Provide education regarding risk factors and prevention strategies 
- Consider equipment such as:  


o Manual wheelchairs 
o Low-wheeled walkers 
o Bath seat/bench 
o Falls Prevention mats 
o Commode at the bedside 
o Raised toilet seat 


 More frequent toileting 
- Assisting with ambulation 
- Re-orienting the client/patient 
- Family presence 
- Occupational Therapist consultation 
- Dietitian consultation 
- Pharmacy consultation 
- Advanced Practice Clinical Leader  consultation 
- Moving client/patient closer to nursing station 
- Assess client/patient’s ability to safely use mobility aid(s) 
- Provide client/patient safe transfer techniques 
- Develop Behavioural Management Plan (Behavioural Therapist consultation if required) 
-  
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Appendix D: Sample Glasgow Coma Scale 
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Appendix E: Head Injury Decision Tree 


 


 


Client/Patient has a 
suspected head injury 


Wake 
client/patient for 


assessment 


If witnessed with 
significant head injury or 


concerns on neuro 
assessment, then to ER 


for CT head 


If unwitnessed/witnessed 
with no obvious/minor 


head injury or 
client/patient 


denying/unsure if hit 
head, initiate head injury 


monitoring below 


Client/Patient aged 65 
years and greater: 


Perform frequent 
neurological assessments 
and VS: 
• q30 minutes x 2 hours 
• q1 hour x 4 hours 
• q2 hour x 18 hours 
• q6 hour x 48 hours 


Client/Patient aged less 
than 65 years: 


Perform frequent 
neurological assessments 
and VS: 
• q30 minutes x 2 hours 
• q1 hour x 4 hours 
• q2 hour x 18 hours 
 


Neuro assessments 
include: 
• vital signs;  
• pupil size; and 
• reactivity and 


bilateral hand grip 
strength 


Adapted from the NICE guidelines 
NICE. (2017). Head injury: assessment and early management. Retrieved from 
https://www.nice.org.uk/guidance/cg176/chapter/1-Recommendations  


 


HEAD INJURY DECISION TREE: 
Follow the decision tree below for a suspected head injury. Notify the hospitalist/duty doctor as soon as possible 


and complete the ‘Head Injury Monitoring” power form. Review and adhere to the Falls Prevention and 
Management policy if the client/patient has had a fall/suspected fall. 



http://insite.camh.net/policies/pc_2_f_1_falls_prevention_and_management-35583.pdf

https://www.nice.org.uk/guidance/cg176/chapter/1-Recommendations



		Appendix B: Fall Prevention Decision Tree for Inpatient units




image10.emf
20715_II-285_Falls_P revention_Program_Final_-_November_2019-POSTED.pdf


20715_II-285_Falls_Prevention_Program_Final_-_November_2019-POSTED.pdf


North York General Hospital Policy Manual 
 
Falls Prevention Program      NUMBER: II-285  
CROSS REFERENCE:  Clinical Documentation Policy II-280 


Code Blue - Adult Cardiac or Respiratory Arrest - General Division 
XIII-01 


    Disclosure Policy II-86     
    Incident Reporting Framework Policy I-85 
   Policy of Least Restraint II-137 


                                        Safe Sleep Guidelines for Infants and Children 
 
ORIGINATOR:  Corporate Falls Prevention Committee 
APPROVED BY:  Medical Advisory Committee, Operations Committee 


 
ORIGINAL DATE APPROVED: August, 2012 


DATE REVIEWED/REVISED:      2014, 2019 
DATE OF IMPLEMENTATION:      November 26, 2019 


 Page 1 of 10 
 


 


BACKGROUND 
                
The purpose of this policy is to outline a standardized and evidence-based approach to falls 
prevention and injury reduction of patients through a coordinated interprofessional approach.  
 
POLICY 
 
All patients will be screened for falls risk by the most responsible staff using the appropriate 
screening tool based on their area of care. Appropriate interventions will be implemented and 
documented in the patient’s health record as per Clinical Documentation Policy (II-280).  
 
All in-patients will have Universal Precautions for falls implemented at a minimum (Appendix E & 
G). Patients who meet high falls risk criteria will be visually identified and have appropriate High 
Falls Risk interventions implemented (Appendix F & H).  
 
Patients who have experienced a fall will be assessed and monitored to optimize early 
intervention for undiscovered injury (e.g. fracture, dislocation), and prevent secondary injury 
(e.g. neurological sequelae). 
 
See Appendix A for definitions integrated into this policy. 
 
 
 
FALLS PREVENTION PROCEDURE 
 
1) Perform Risk Assessment  
All patients will be screened for risk of falls. 
The following patients will be automatically considered as High Falls Risk:  


• Newborns and paediatric patients (admitted and ambulatory) 
• Obstetrical patients (antepartum, intrapartum and postpartum) 
• Patients in Total Joint Assessment Clinic (TJAC) and Hip/Knee Class  
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a) Screening Tools 


● Emergency Department (ED) Triage: Emergency Triage Falls Screening Tool 
(Appendix B). 


● Adult In-Patient Unit/Critical Care Unit (CrCU): MORSE Falls Risk Assessment Tool 
(Appendix C). 


● Adult Ambulatory Service/Perioperative Service/Medical Imaging (MI):  
Questionnaire (Appendix D). 
 


b) Falls Risk Assessment Tool Scoring Criteria 
● ED Triage: Any response other than “no known falls risk” is deemed as High Falls Risk. 
● Adult In-Patient Unit/CrCU: High Falls Risk is > 45.  
● Adult Ambulatory Service/Perioperative Service/MI: “Yes” to any question is deemed 


as High Falls Risk.   
 
c) Frequency of Falls Risk Assessment  


● On admission/registration/triage. 
● On transfers between in-patient units. 
● Following any change in status, condition, or after a fall. 
● Adult In-Patient Unit: repeated every Wednesday, and as above. 
● CrCU: repeated every shift, and as above.  


 
Rehabilitation Sciences 


• Adult in-patients with a MORSE score of ≥ 45 will be automatically referred to both 
Physiotherapy (PT) and Occupational Therapy (OT). The PT and OT will determine who 
will complete a balance, mobility and functional evaluation or screening, as applicable. 


• PT/OT will update the falls risk status (Universal or High Risk) based on their findings. 
• PT/OT will initiate or update the High Falls Risk Prevention Strategies/Interventions for 


patients deemed high risk (Appendix F). 
 
Pharmacy 


• Pharmacists will assess patients and make recommendations on a consultation basis 
when referred for patients who are taking medications that may increase their risk for 
falls (Appendix J). 


 
Physician/Nurse Practitioner 


• The most responsible physician (MRP)/nurse practitioner (NP) will assess and order 
investigations as appropriate for patients identified as high risk for falls.  
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2) Implement Strategies/Interventions 
All in-patients will have Universal Precautions implemented (Appendix E & G).  
 
Patients who meet high falls risk criteria will be visually identified as indicated below and have 
appropriate High Falls Risk interventions implemented (Appendix F & H)  
 
a) Visual Identifiers 
Adult In-Patient: Universal Precautions  


● White Universal Precautions icon posted in patient room. 
● Falls Prevention poster in patient room. 


 
Adult In-Patient: High Falls Risk  


● Yellow Falls Risk wristband on patient. 
● “High Falls Risk” Safety Alert on electronic health record/tracking board. 
● Yellow High Risk icon on spine of paper chart. 
● Yellow High Risk icon on unit white board. 
● Yellow High Risk icon posted in patient room. 


 
Adult In-Patient in Labour and Delivery (L&D) and Mother Baby Unit (MBU): High Falls 
Risk (all) 


● Yellow Falls Risk wristband on patient. 
● “High Falls Risk” Safety Alert on electronic health record/tracking board. 
● Yellow High Risk icon posted in patient room. 


 
Adult Ambulatory and Perioperative Services: High Falls Risk 


• Yellow Falls Risk wristband on patient.   
 
Newborns in Neonatal Intensive Care Unit (NICU): High Falls Risk (all) 


• “High Falls Risk” Safety Alert on electronic health record/tracking board. 
• If patient leaves unit, post Falls Prevention icon on isolette/bassinette. 


 
Newborns in L&D and MBU: High Falls Risk (all) 


● Falls Prevention icon posted on bassinette. 
● “High Falls Risk” Safety Alert on electronic health record/tracking board. 


 
Paediatric In-Patient: High Falls Risk (all) 


● Yellow Falls Risk wristband on all patients over 6 months of age. 
● Falls Prevention icon posted on crib/isolette/bassinette of infants under 6 month of age. 
● “High Falls Risk” Safety Alert on electronic health record. 
● Indicate High Risk for falls on white board in patient room. 
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Paediatric Ambulatory, Short Stay Unit (PSSU) and Perioperative Services: High Falls 
Risk (all) 


• Yellow Falls Risk wristband on patient. 
 
b) Prevention Strategies 
Adult In-Patient Falls Prevention Strategies  


• The Interprofessional team will document and communicate the potential high risk for a 
fall and partner with the patient and/or family/substitute decision maker (SDM)/power of 
attorney (POA) to support the individualized plan of care. 


• Adult Universal Precautions and appropriate High Falls Risk Interventions strategies will 
be implemented and documented as soon as possible (Appendix E & F). High falls risk 
interventions are to be re-assessed on a shift-to-shift basis. 


• Interventions that restrict mobility such as restraints and Geri-chairs with trays will only 
be used with patient and/or family/SDM/POA consent as a last resort as per Policy of 
Least Restraint (II-137). 


• Patient and family education for falls prevention will be provided and documented. 
 


NICU, L&D, MBU and Paediatric In-Patient Falls Prevention Strategies 
• Adult Universal Precautions will be implemented in L&D/MBU (Appendix E). 
• Paediatric Universal Precautions and appropriate High Falls Risk Protocol strategies will 


be implemented and documented as soon as possible (Appendix G & H).  
• All caregivers in NICU will be provided with The Safety Pledge (Appendix I).  
• All parents/guardians will be provided with “Safe Sleep” education by unit staff (see Safe 


Sleep Guidelines for Infants and Children). Instances of parent/guardian or designate 
declining safe sleep environment recommendations after the provision of education will 
be documented. 


• Additional falls prevention education will be provided to families and documented. 
 


c) Transportation  
Prior to and during the transport process, all staff are to ensure the following with patients 
classified as High Falls Risk: 


● Visual high risk identifiers are implemented and up to date; 
● Stretcher/bed or crib will have the side rails up at all times; and 
● Information on falls status and risk is communicated at all points of transfer. 
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POST-FALL PROCEDURE 
 
Non-Clinical Areas 


• Patients who have fallen will be attended to by any staff or physician present, and a 
Code Blue will be called (see Code Blue – Adult Cardiac or Respiratory Arrest – General 
Division XIII-01). 


• The patient’s corresponding unit/clinic will be contacted and the patient should be 
transferred back to that area. If a clinic cannot manage the patient, the staff or physician 
will facilitate a transfer to the ED. 


 
Clinical Areas 
A) Ambulatory Areas  


• Patients who have fallen will be assessed by the most responsible nurse and/or 
physician. 


• A transfer to the ED will be facilitated for a fallen out-patient, if deemed appropriate. 
• Clinical staff will contact the corresponding unit of a fallen in-patient to notify them of the 


incident and need for a thorough post-fall assessment. 
• Clinical staff will document event details and follow-up recommendations in the patient’s 


health record/PACs.  
 
B) In-Patient Areas 
1) Complete a Post-Fall Assessment with Subsequent Monitoring 


• Patients will be assessed by the most responsible nurse immediately after a fall as per 
classifications below. 


 
(I) WITNESSED FALL WITHOUT HEAD INJURY (ADULT) 


a) Thorough head-to-toe assessment which includes a neurological assessment with 
baseline pupillary response, pain, vitals, musculoskeletal and integumentary 
assessment. 


b) Focused follow-up assessments and vital signs: 
i) Every hour x 4, then 
ii) Every 4 hours x 2, then 
iii) as ordered 


 
(II) UNWITNESSED FALL OR WITNESSED FALL WITH HEAD INJURY (ADULT) 


a) Thorough head-to-toe assessment which includes but is not limited to vital signs, 
pain, Glasgow Coma Scale (GCS), neurological assessment, pupillary assessments, 
integumentary, musculoskeletal assessments.  


b) Focused follow-up assessments and vital signs: 
i. Every hour x 4, then 
ii. Every 4 hours x 8, then  
iii. as ordered  
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(III) WITNESSED FALL WITHOUT HEAD INJURY (PAEDIATRIC) 


a) Thorough head-to-toe assessment which includes a neurological assessment with 
baseline pupillary response, pain, vitals, musculoskeletal and integumentary 
assessment. 


b) Focused follow-up assessments and vital signs: 
iv. Every hour x 4, then 
v. Every 4 hours x 8, then 
vi. as ordered 


 
(IV) UNWITNESSED FALL OR WITNESSED FALL WITH HEAD INJURY (PAEDIATRIC):  


a) Thorough head-to-toe assessment which includes but is not limited to vital signs, 
pain, Glasgow Coma Scale (GCS), neurological assessment, pupillary assessments, 
integumentary, musculoskeletal assessments.  


b) Focused follow-up assessments and vital signs: 
vii. Every 15 min x 4, then  
viii. Every hour x 4, then 
ix. Every 4 hours x 8, then  
x. as ordered  


 
2) Apply or Re-Evaluate High Risk Interventions 


• Clinical staff will enter a “High Falls Risk” Safety Alert. 
• Clinical staff will review and update interventions. 
• Patients who have fallen in hospital are automatically re-categorized as High Falls Risk 


for the duration of their hospitalization, unless deemed otherwise by the Interprofessional 
team.  
 


3) Document Post-Fall Assessment, Monitoring, and Interventions 
• Clinical staff will document event details in the patient’s health record as outlined below. 


a) Electronic units 
i. Fall Event: The clinician who witnessed/discovered the fall will complete 


the Fall Event section in iView or Fall Event PowerForm.  
ii. Communication/Notification: The clinician will describe events leading 


up to the fall, how the patient was either discovered or seen to be falling, 
and any escalation. 


iii. Head to Toe Assessment: The most responsible nurse will document 
their initial assessment on their respective iView bands. 


iv. Post Fall Monitoring: Nurses will document subsequent assessments 
via the activities and intervention task which opens to the Activity View 
band in iView. 
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b) Non-electronic Units 
i. Clinical staff will document as per unit documentation standards. 


 
4) Escalate Care as Necessary  
The MRP/On-Call physician will be notified when a patient experiences a fall. If the MRP/On-
Call physician is unavailable to assess the patient identified as high-risk for complications, the 
Critical Care Response Team (CCRT) will be notified by the nurse to assess and triage as per 
the algorithm (Appendix K).  
 
5) Disclosure 
The family/SDM/POA will be notified of the fall incident as soon as reasonably possible. Date, 
time and person notified will be documented in the patient’s health record (see Disclosure Policy 
II-86).    
 
6) Patient Safety Incident Reporting 
 A patient safety incident report (SLIP) will be completed by the staff, physician, student or 
volunteer who witnessed/discovered the fall (see Incident Reporting Framework Policy I-85). 
  
7) Debrief  
A unit/service based debriefing may be held on a case by case basis. 
 
8) Audits 
Audits will be completed and shared with the Interprofessional team on a periodic basis. 


 
EDUCATIONAL REQUIREMENT 
 
All staff are required to complete the self-learning module(s) for Falls Education and review this 
policy within 1 month of hire, following policy updates, and/or at the request of the Clinical Team 
Manager (CTM)/Manager, Clinical Nurse Educator (CNE), or Professional Practice Leader 
(PPL). Students will be informed of falls prevention processes relevant to their clinical area by 
their preceptor/clinical instructor. Volunteers will receive falls prevention education as part of 
their orientation. 
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1. POLICY STATEMENT 
 


This policy and procedure outlines the expectation that all admitted patients at Quinte Healthcare 
Corporation (QHC) will be assessed for potential risk of falling. The risk of falls is elevated in 
the hospital setting as the hospital environment is different than the home environment. The 
inherent risk for falls is increased in the hospital setting due to the new environment, physiologic 
factors such as illness, medication use, toileting needs and equipment. Strategies to reduce 
patients’ risk of falling are considered for all patients, and dependent on the risk assessment 
scoring, additional interventions and care planning are revised to meet the patients’ needs.  
 


The purpose of this policy and procedure is to enhance patient safety and minimize risk through 
the prevention of falls and through appropriate interventions should a patient fall occur.  Patients 
who do experience a fall at QHC will be assessed and provided with care and interventions 
following evidence based practice. Standard Fall precautions are the minimum standard of care 
for falls prevention. These practices are outlined in the following procedure.   
 


The Falls Prevention and Management Program have the following goals: 
1. To reduce the incidence and severity of falls 
2. To identify patients for potential risk of falling 
3. To raise awareness that falls are predictable and many injuries are preventable 
4. To educate all staff in falls prevention and management 
5. To promote and support best practice falls prevention strategies 
6. To develop standardized tools, forms and reports for falls management 
7. To educate patients and families in fall prevention strategies 
8. To evaluate trends and causes of falls as part of a continuous improvement process 
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2. DEFINITIONS 
     
Fall                
  A fall is an event that results in a person coming to rest inadvertently on the ground or 


floor or other lower level, with or without injury (Registered Nurses Association of 
Ontario, 2011).                        
 
This would include: 
• Unwitnessed falls where the patient is unable to explain the events and there is 


evidence to support that a fall has occurred; and 
• Near falls, where the patient is eased to the ground or floor or other lower level by 


staff or family members (Nova Scotia Health, 2006. Falls Assessment Framework) 
 
Fall Injury  


A fall injury is defined as an injury that results from a fall, which may or may not require 
treatment. The injury can be temporary or permanent and vary in the severity of harm. 


 
 
Patient falls can be classified 4 ways: 


1. Anticipated Physiological Falls – falls that are related to the patient’s diagnosis, 
characteristics or medications that may predict their likelihood of falling.  These are the 
falls that can be identified with the use of the falls assessment tool.   
 


2. Unanticipated Physiological Falls – No obvious risk factors identified on assessment; 
fall may be related to conditions that were not anticipated, such as syncope or medication 
reaction. 


 
3. Accidental Falls – These falls are often due to environmental factors.  This type of fall is 


prevented through environmental strategies that should be in place for all patients and 
staff. 


 
4. Developmental Falls – Falls that are due to the child’s growth and development; usually 


occur as children are learning to walk, run and pivot. 
 


 
3. FALLS RISK ASSESSMENT TOOLS 
 The following fall risk assessment tools are approved for use at QHC 


1. Morse Fall Risk Assessment Tool 
2. Paediatric Screening Fall Risk Assessment Tool 
3. Obstetrical Fall Risk Assessment Tool 
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4. PROCEDURE 
 


A. Falls Risk Assessment 
1. The Morse Fall Risk Assessment (or other population appropriate tool) will be 


completed on all admitted patients (except newborns) as part of the Nursing 
Admission. 
 


2. All patients will be assessed for fall risk on admission, on transfer from one patient 
care unit to another, after a fall or near miss (almost a fall), and when there has been a 
change in patient condition (Appendix A - MORSE Fall Risk Assessment Tool). 


 
3. All paediatric patients will be assessed for fall risk on admission, after a fall or near 


fall, and with any change in patient condition or medications (Appendix B - 
Paediatric Falls Assessment Screening Tool). 


 
4. All obstetrical patients will be assessed for fall risk on admission to the unit, transfer 


from L & D post-delivery, prior to first ambulation, daily, PRN and after a fall 
(Appendix C - Obstetrical Falls Risk Assessment Tool).  


 
5. A score will be calculated indicating category of risk for the patient. The score and 


category of risk will be populated on the Admin Data Screen as a result of completing 
the fall risk assessment tool.  


 
6. Categories of risk are standard risk (score 0-24), moderate risk (score 25-50) and high 


risk (score is 51 or greater) OR low risk (score <5) or high risk (score ≥ 5) for 
paediatric and obstetrical patients.  


 
7. Standard fall precautions will be implemented for ALL patients. Standard fall 


precautions include call bell within reach at all times, bed in lowest position, 
orientation to surroundings, clutter-free room, recommend proper footwear, ensuring 
personal items and telephone are within patient’s  reach and ensuring brakes/locks are 
in place on movable furniture/aids (Appendix D - Falls Prevention and Management 
Standard Falls Precautions). 


 
8. Review, implement and document most appropriate interventions that apply for the 


category of risk identified for the patient. Incorporate and document individualized 
falls prevention strategies and interventions in the patient’s plan of care.  


 
9. Place Fall Prevention sign above patient’s bed and entrance point to patient room for 


patients identified at moderate or high fall risk (Appendix F - Fall Prevention Poster 
and Appendix G - Paediatric Fall Prevention Poster). 


 
10. Apply a yellow (pre-printed) Fall Risk bracelet to the wrist of patients identified in 


the category of moderate or high fall risk.  
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11. For patients identified at moderate and high risk a bed exit alarm or chair alarm or 
non-skid socks when used can be an effective method in the prevention or reduction 
of falls (where available). 
 


12. Provide the patient/family with the QHC Falls Prevention Patient/Family Handout 
(Appendix K - order #040321). Paediatric patients should receive the Paediatric 
Patient/Family Education Falls Prevention Handout (Appendix J). Discuss fall 
assessment and review interventions with the patient/family.  


 
13. Use appropriate transfer techniques to move a patient and minimize risk of staff 


injury. 
 


14. Communicate patient’s risk status during shift report and document in all fall screens. 
 


15. Fall prevention interventions must be reassessed and documented every shift using 
the Falls Prevention intervention screen. 


 
16. When a patient is moved within the hospital for diagnostics or procedures (example: 


OR, DI) the sending staff will notify the receiving staff that the patient has been 
assessed to be at risk for falling. 


 
B. Post Fall Assessment and Protocol (Appendix E - Post Fall Interventions) 


1. After a fall has occurred, the nurse will ensure that the patient is in a safe place and 
any items of immediate danger have been removed from the environment.  


 
2. The nurse will complete an initial assessment of the patient and assist the patient to 


his/her bed or a safe environment, as appropriate. 
 


3. The nurse will document his/her findings and assessment using the Post Fall 
Assessment screen on the patient chart. The nurse will notify the most responsible 
physician (MRP) or his/her delegate immediately if the patient condition warrants. If 
there is no change in the patient’s condition the nurse will notify the most responsible 
physician or his/her delegate in a timely manner (ideally within 12 hours of the 
patient fall). Note: Special Considerations include the following (but are not limited 
to): 


• If the patient was on a cardiac monitor review alarms prior to and during 
the event and continue cardiac monitoring at the previous level until 
otherwise ordered by the MRP or his/her delegate 


• If the patient has been taking IV, Subcutaneous or Oral 
anticoagulants within 48 hours prior to the fall, the MRP or his/her 
delegate must be called immediately and asked if specific 
investigations may be indicated such as: INR/PTT, CBC within 8 
hours of, and 16 hours post event, CT of head, temporary 
discontinuation or reduction of anticoagulant dosage 


• The MRP will be notified immediately when the patient is a neonate 
or paediatric 
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4. Professional responsibilities require appropriate notification to the MRP or delegate 
of any significant changes in the patient’s condition.  At the time of notification, the 
most appropriate registered staff will gather all relevant information from the care 
team members and utilize the SBAR (Situation/Background/Assessment/ 
Recommendations) tool to provide the MRP/delegate with concise, adequate detail 
inclusive of actions already taken to assist the physician in making the best decision 
for the care of the patient.  Documentation of these notifications needs to be clear and 
objective. 


 
5. If the patient has struck their head OR the fall was unwitnessed, vital signs and a 


neurological assessment (including Glasgow Coma Scale and pupils) will be 
completed and documented at the time of the fall within the Post Fall Assessment 
screen, and as follows: 


• Every fifteen minutes for the first hour post fall 
• Every thirty minutes for the next two hours 
• Every four hours for the remainder of the 24 hour period 
 


6. If the patient fall was witnessed, and there is no head injury, and the patient is not at 
increased risk of bleeding, vital signs and a neurological assessment will be 
completed and documented at the time of the fall within the Post Fall Assessment 
screen, and as follows: 


• Every hour for four hours, then 
• Every four hours x 2, then 
• As previously ordered 


 
7. Neurological assessment findings that vary from pre-fall assessment should be 


reported promptly to the MRP or his/her delegate. 
• Potential signs of increasing intracranial pressure after a head injury 


include: 
• Decreased respirations 
• Slowing bounding pulse 
• Widening pulse pressure 
• Increased restlessness/excitability following a period of calm 
• Decreasing level of consciousness 
• Unrelenting headache which increase in intensity 
• Vomiting – especially projectile 
• Abnormal pupil size and /or changes in pupil reaction 
• Leakage of clear fluid from nose or ear (cerebrospinal fluid) 


 
8. Assess for any musculoskeletal and/or integumentary changes.  


 
9. If patient is diabetic, consider hypoglycemia.  


 
10. Notify the team leader/unit manager or designate immediately of a fall. 
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11. The nurse will continue to monitor patient for changes in baseline assessment and 
behaviour accordingly or as ordered by the MRP or his/her delegate. 
 


12. Conduct a Post-fall huddle. 
 


13. Complete a new Fall Risk Assessment. 
 


14. Ensure the patient’s family is informed and discuss any contributing factors 
leading to the fall. The nurse and/or physician will inform patient’s family or 
substitute decision maker of significant clinical injury which requires further 
investigations or treatment as a result of the fall.  


 
15. For all neonatal or paediatric patient falls the child’s parent(s), guardian or 


substitute decision maker must be notified immediately (within 30 minutes). 
 


16. The nurse will document all actions, assessments and communication as per QHC 
documentation policy (use foci note “FALLS” for all documentation regarding the 
event) including details of the fall and outcome. 


 
17. Complete an event report using the QHC Cares event reporting system. 


 
 


C. Post Fall Huddle 
A post fall huddle is a conversation that occurs as soon as possible following a fall or 
near miss fall.  
 
Purpose: to identify conditions that led to the fall or near miss fall. It allows for feedback 
and brainstorming from all staff, patient and family to decrease the potential of a 
recurrent fall. 
 
1.  All available staff attend Post Fall Huddle (can include manager, clinical staff, 


allied health, pharmacy, HSR, PSW, physician, team leader, in-charge, patient 
and family). 


 
2. A Post Fall Huddle should take place as soon as possible after fall at bedside or 


site of fall. 
 


3. A Post Fall huddle will include immediate assessment of conditions that led to fall 
and any new interventions necessary to prevent recurrence of fall. 


 
4. The Post Fall Huddle should include completion of QHC Cares Event report and a 


new Falls Risk assessment. 
 


5. If family is not available at the time of the fall, ensure they are informed about 
factors leading to fall.  
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Patient Population 


- Patients having a fall that is either witnessed or unwitnessed 


Exclusion Criteria 


- If patient requires urgent attention (critically compromised), notify Critical Care Response Team, Code Blue team  
  and page MRP STAT 


Implementation Considerations 


- This protocol requires a Physician order prior to implementation 


- There may be late manifestations of head injury up to 72 hours post fall 


- Additional vigilance in assessment and monitoring required for older patients who may have atypical/subtle presentations of  


  fractures and closed head injuries 


- Neurological Vital Signs include Glasgow Coma Scale (GCS) and pupil size and reaction to light 


Clinical Protocol Orders 


 Notify MRP of patient’s fall using SBAR. If after hours, notify MD on call or notify MRP in the morning if no change in status 


 Notify MD if patient is taking anticoagulants/antiplatelets and/or has a history of known coagulopathy (alcoholism, liver disease,  


bleeding disorders or active chemotherapy) as these will increase their risk of intracranial, intra-thoracic/abdominal hemorrhage 


Vital Signs and Monitoring 


Post fall 
Witnessed fall with no head injury & 


no risk of bleeding 


Unwitnessed fall and/or hit head OR  


on anticoagulant/antiplatelets  


Up to 6 hours post fall 
Monitor symptoms, Vital  & Neurological Signs 


q1h x 4 hours and then q4h 


Monitor symptoms, Vital & Neurological Signs & GCS 


q1h x 4 hours and then q4h 


6 – 72 hours post fall 
Monitor symptoms & Vital Signs q4h  


until MRP indicates otherwise 


Monitor symptoms, Vital & Neurological Signs & GCS  


q4h until MRP indicates otherwise 
 


 Assess for pain and provide analgesic as needed 


 Clean and dress wounds. If concerned that wound(s) require suturing or other immediate management, notify MRP 


 If skin laceration/tear, determine tetanus immunization status and notify MD if last tetanus immunization was greater than  


10 years ago 


 Complete Post Fall huddle within 1 hour of fall to determine details related to fall and appropriate actions to take. Document all  


interventions implemented to mitigate the risk of recurrent falls in accordance with NGH Falls Prevention Policy 


 Notify next of kin/SDM if applicable and provide pamphlet: “Falls Prevention Brochure” 


 Submit incident report 


 Ensure Patient care plan and falls risk assessment are reviewed and revised as required by interprofessional healthcare team 


Escalation 


 Notify MD if visual, motor, sensory, or speech changes, as these symptoms may prompt orders for new/urgent diagnostic tests 


 If at any time the patient has new/worsening confusion or delirium, headache, amnesia, vomiting, pain, change in level of  


consciousness, or change in mobility, then inform MRP and monitor Vital Signs and Neurological Vital Signs q15min until  


MRP completes an in-person assessment of the patient and/or provides new vital sign orders  


 If Neurovascular injury, assess circulation, sensation, and movement (CSM) q15min x 4 if stable then q4h. If deficit worsens,   


inform MRP and continue q15min until MRP completes an in-person assessment of the patient and/or provides new 


     CSM-monitoring orders 


 Complete post falls assessment on meditech 


Discontinuation of Clinical Protocol 


 Protocol may be discontinued 72 hours post fall  
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